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to take one or two such capsules each day. What would 
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analyses. The feeling of satisfaction, the downright enjoy- 
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having eaten well... all these make meat more than just 
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knew anything about the science of nutrition he knew meat 
was part and parcel of his health and his joy of eating and 
of living. 


Other foods may be fortified and enriched, 
but none can ever take the place of meat. 


Only meat is meat. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 
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ous has always been characterized by an 
extreme freedom of thought and it neces- 
sarily follows a wide variety of opinions. However, 
time and experience have always kept us from wan- 
dering down separate and confused paths into 
disorganization. The most opinionated of physi- 
cians has time and again displayed that the part 
that is scientist is stronger than the part that is not, 
and he has accepted the weight of experimental 
evidence and changed his own mind. We can all be 
grateful to our forebears for this Mendelian atti- 
tude since it leaves us all pretty well united in our 


thinking on most major medical matters, but like 
all inherited traits it also has its “recessives.” 

One of our most prominent “‘recessives” is our 
sharply divided opinions about the use of drains 


and drainage — their indications, the types, and 
methods of employment. 

Back in 1905, John L. Yates was awarded the 
“Senn Medal” by the Surgical Section of the 
American Medical Association for an original work 
on the local effects of peritoneal drainage. It was 
published in the first volume of S.G. & O. and his 
opening paragraph is a classical denunciation of 
surgeons, both from the beginnings of medicine 
and not only to the day he wrote, but alas, even to 
these fifty years later. He said, “There is probably 
no detail in modern surgical pathology that de- 
serves more thorough comprehension, but which is 
less definitely understood by the average teacher, 
practitioner, and student than the nature of the 
reaction of the peritoneum to drainage ; nor is there 
another that so often savors as strongly of pioneer 
inysticism, if expressed opinions, written or spok- 
en, may he taken as criteria.” 

Yates experiments concluded that drainage of 
the general peritoneal cavity is physically and 
*Presented at a regular Friday Surgical Conference at 
Rhode Island Hospital. Second Surgical Service, J. Mer- 
ill Gibsor M.D., Chief. 


physiologically impossible. This was and is a fairly 
well accepted dogma but its acceptance naturally 
places surgery into a dilemma. For we must not 
weakly succumb to this situation but try the next 
best thing, which is to adjust ourselves to it, so that 
we may extract the most from our surgical knowl- 
edge and come as close as possible to making drain- 
age of the general peritoneal cavity a reality. But 
therein lies the seeds of argument and disorganiza- 
tion. We, today, are often as far apart as one 
hundred years ago when it comes to Drains? When 
and How! 


Historical Background 


Personally, it seems, the man who leads us in 
this thinking is one who must know some history 
of the subject to give him a foundation and bolster 
his arguments. Also, in editorializing like this, it 
seems a good thing to utilize some history as a back- 
ground for pointing up our disunity. 

Old reliable, Hippocrates, is said to have been 
the first to use drainage tubes for the treatment of 
pulmonary empyema, and from him, Celsus got the 
idea of using tubes in abdominal ascites. Between 
the second and fourteenth centuries drainage tubes 
were apparently forgotten until they were redis- 
covered by Chauliaco. From then on the history of 
drains is associated with the Who’s Who of Medi- 
cine. Paré used tubes of gold and silver in the 
sixteenth century and Heister and Scultitus intro- 
duced phalanged metal tubes. About this time 
Heister also began to use “wicks” in addition to 
tubes and this was the beginning of the implements 
that we use today. In essence, it was the earliest 
application of the principle of capillary drainage. 

Ascites continued to be about the only indication 
for peritoneal drainage until the effect of McDow- 
ell’s ovariotomy was felt. He left long ligatures 
from the pedicles which were brought out through 
the wound and although this was actually a menace 
rather than a safeguard, it does represent the be- 
ginnings of modern drainage ideas. 

These early ovariotomists noticed that their fre- 


quent postoperative deaths were somehow tied up 
continued on next page 
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with the serosanguinous fluid that collected in the 
cul-de-sac. Septicemia from this fluid not the 
peritonitis was considered the cause of death. From 
this surgical problem arose the question of how to 
drain this enemy of the surgeon, “the red serum,” 
either by primary or secondary methods. Not 
aware that ascites will drain from an abdomen be- 
cause it is actually an overflow, the search was be- 
gun to find a method of keeping the peritoneal cav- 
ity “dry” so to speak. 

The first hero was Peaslee. In 1854 he began 
drainage of the cul-de-sac through the vagina also 
using plain water irrigations. By 1864, Keith re- 
ceived the dubious honor of being the first to lavage 
the peritoneum through the rectum. These lavages 
were made possible when Chassaignac devised the 
soft rubber tubes for drainage in 1859. 

As evidence piled up over the next few years it 
was discovered that these secondary drainage pro- 
cedures were acting directly opposite to the desired 
effect. Furthermore, it became apparent that the 
“red serum” did not always gravitate to the cul-de- 
sac alone and that often the tubes became kinked, 
compressed and plugged with fibrin. Thus secon- 
dary drainage fell more and more into disrepute 
and primary or prophylactic drainage began its 
ascendency. 

Just as Chassaignac’s rubber tubes gave impetus 
to the vaginal drainage just discussed, so Koeberlé’s 
introduction of glass tubes spurred on the use of 
primary abdominal drainage. These glass tubes 
were shaped like tenpins and had apertures along 
the sides. 

Strangely enough the great Sims who was the 
foremost leader of this time for primary drainage, 
employed an unbelievable technique when it is re- 
membered that by now bacteria-were beginning to 
be respected. He inserted a rubber tube through the 
vagina and brought it out through the abdominal 
wound. Generally speaking the idea of primary 
drainage caught on and spread although it should 
be mentioned that Sims did encounter much opposi- 
tion from the more conservative types as Samuel D. 
Gross at Jefferson Medical College. 

Like nations and civilizations the fad of primary 
drainage began its downgrade course also. Ex- 
perience began to show again that the rubber tubes 
became kinked, filled with fibrin and at times even 
completely encapsulated with fibrin. In short, these 
drains did not drain the general peritoneal cavity. 
Laparotomy no longer maintained as the indication 
for drainage and grudgingly even Sims gave up. 
The use of drains now became limited to some cer- 
tain conditions and even under these certain condi- 
tions the discussions began, and actually we have 
them still today. 
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The Cycle Changes 

The next cycle was, of course, tremendously 
influenced by the birth of antisepsis. It now was 
taught that it was more important to see that the 
“red serum” did not become infected, rather than 
seeing to it that it was removed. But at the same 
time the horizon of surgery was broadening all over 
the world, and there was being done new opera- 
tions which presented problems other than just the 
problem of infected peritoneal fluid. A significant 
number clung to the idea of primary drainage but 
now the emphasis was on the method as well as the 
indication. Some unusual systems were invented. 

The following is taken from John Wyeth’s 
TEXTBOOK OF SURGERY which was printed in 1887, 

“Rubber tubing, bone drains, and twists of catgut 
and horsehair are chiefly relied upon in draining 
wounds. Soft rubber tubing is the most reliable 
and should have a lumen from 0.5 inch to 4¢ inch 
diameter. It should be clipped full of holes.” 

“When a wound is to be dressed once,” absorb- 
able animal drains should be used. For this, Neu- 
ber’s bone tubes are preferable. These drains con- 
sist of bones from healthy fowls from which the 
periosteum has been stripped and the marrow re- 
moved. They are then soaked in a 33% solution of 
muriatic acid and decalcified. Then they are stored 
in solutions of alcohol, carbolic acid, or oil of juni- 
per which restore enough firmness and sterility so 
that they are not absorbed too quickly in the 
wound.” 

“Twists of horsehair were prepared by obtaining 
the hair from the mane or tail, washing it clean and 
soaking for 24 hours in oil of juniper. They are 
then used to drain small wounds by twisting the 
strands and laying them in various parts of the 
wound.” 

The types and kinds of drains that developed 
were as numerous as the men who employed them. 
It was essentially a time when each authority had 
his own special interest. 

In fairness, it is best to represent this period by 
quoting John H. Brinton, professor of surgery at 
Jefferson who described the over-all general feel- 
ing on how drainage was employed in 1889. He 
wrote in Keene’s TEXTBOOK OF SURGERY: 

“Surgeons may be greatly divided as to the par- 
ticular form of after dressing but nearly all agree 
to the necessity of drainage. It is therefore, in- 
cumbent upon the operator to see that his wound 
is not closed too tightly but that a free escape of 
all fluids is possible. In deep wounds, this can be 
best accomplished by the insertion, before clos- 
ure, of a small perforated rubber tube through 
which these fluids can escape . . . if the rubber 
tube is left too long in situ, it may possibly serve 
to keep up the purulent discharge.” 


RHODE 





DRAINS? WHIM AND FANCY 


This period about 1887 to 1911 has been referred 
to by medical historians as the Germano-American 
Period and we should therefore include that at this 
time Kocher did employ these general principles 
of drainage but the tone of his textbooks was more 
toward the problems of bacterial infections of 
wound and peritoneum, and such things as the use 
of bare hands for surgery or cotton gloves over 
rubber for cleaner handling of sutures, etc. Micku- 
licz again stands out in his time because he was 
convinced that ideal tube drainage of the peritoneal 
cavity was a physical impossibility and he rather 
emphasized the danger of dead space, condemned 
irrigation through drainage tubes and advocated 
the use of gauze tampons. He recognized that in 
order for intraperiteneal fluid to run out a tube 
there must exist increased intra-abdominal pres- 
sure, and in addition, one of the openings in the 
tube must always be beneath the fluid level. This 
is further impossible because omentum, small bowel 
or fibrin will quickly seal off such tubes. 


From this period onward it only remains to add 
that the idea of capillary drainage by the use of 
gauze was advanced by Hegar, and in 1898 Heaton 
described the siphon drain using a chemists’ water 
pump for creating constant suction on the tube. 
This provides us with all the essential background 
on at least the ideas that are available for how to 
perform drainage. But such knowledge doesn’t 
automatically give us the answers as we will see by 
trying to point up the arguments still present on 
drainage. 

One might as well confine himself to matters of 
physics rather than abdominal pathological condi- 
tions if he wants to understand drains. Thus the 
next part of this paper will enumerate some of the 
principles of physics by which drains work. These 
principles are mostly gathered from the most fun- 
damental paper encountered on the subject— 
Yates’—paper in the 1905 S.G. & O. volume. 


A. Tube Drainage 
Through the Abdominal Incision 


Most of the obvious shortcomings of this method 
have already been mentioned above. The failure 
of tubes to drain will not be corrected by keeping 
the patient in a ventral position be:ause drainage 
per vagina shows that not all fluid will pass to even 
this dependent position. The application of a 
siphon-like effect will not increase drainage because 
the formation of the secretion is too slow. Irriga- 
tions of these tubes to prevent encapsulation brings 
too much danger and discomfort to the patient. 
Most men feel, based on experimentation, that the 
drain does become sealed off early from the gen- 
eralized aldominal cavity despite Penrose’s feeling 
to the contrary. 
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Included under this type of drainage should be 
the possibility of using solid tubes with gentle or 
intermittent suction. This means primary drainage 
and not to include secondary drainage as we usually 
employ it today with a sump drain. Restating the 
original aim of this paper, i.e., to show the differ- 
ences of opinion in our generation, a paper by Rafe 
Chaffin is quoted. It appears in the December, 1954 
issue of the International College of Surgeons 
and he feels he has greatly simplified the technic 
of drainage. The article is so bombastic it is hu- 
morous, but he relates that by using his Chaffin 
tube the patient is saved “after it happens” and the 
“site” is guarded before it happens. The tube is 
essentially a double parallel tube which ends in a 
common tip with perforations. The important part 
of the tube is that suction is applied to one lumen 
and air is allowed to flow into the other. Several 
tails of Penrose drains spread out in all directions 
from the double tube and by this gadget a wide area 
of infection is drained, claims Doctor Chaffin. 
“Throw away all Penrose wicks” is his cry. 


B. Gauze Drainage 
Through the Abdominal Incision 


Here the principle is based on the law of capil- 
larity and although it has good rationale, the draw- 
backs are that here too the peritoneum will become 
immediately adherent to the gauze. It is a rougher 
foreign body than rubber, and Kehrer one of its 
earliest advocates, confessed its limitations and 
turned to enveloping the gauze in rubber. 

It seems that perforated appendicitis is the most 
frequently encountered condition that could be dis- 
cussed under this type of drainage since the Pen- 
rose type of drain seems to be the most widely used 
form of drain now, and we seem to be most often 
at variance during the treatment of peritonitis from 
this condition. Perhaps it is the antibiotic era that 
accentuates the differences. We can assume that 
the majority of men do not drain the abdominal 
cavity but this doesn’t mean that there isn’t a strong 
element who still do. In contrast to the majority 
opinion is offered a paper by Massie and Vance 
from Virginia Medical College who abandoned the 
non-drainage treatment because of the large num- 
ber of residual abscesses. They feel that the rubber 
or Penrose drain has fallen into disrepute because 
these drains were either wrongly placed or removed 
too early. They employed one drain to the appendi- 
ceal site if it were an early rupture and two if more 
extensive peritonitis was present——one to the pelvis 
and one to the right gutter. They studied 85 cases 
in 5 years—67 were early perforations, 6 were late 
and 14 had abscesses. There was one death. They 
had only five cases that complicated (5% ) and only 
one pelvic abscess occurred. They agree with the 


proponents of non-drainage that the general peri- 
continued on next page 
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toneal cavity can’t be drained but they feel that the 
sites where these drains are placed represent the 
critical areas where pooling of pus is most likely to 
occur. They quote Fowler and Bollinger who had 
a 38% complication rate in non-drained cases and 
only 13% in the drained cases. 

So, now, we have listed the two most logical ways 
of performing drainage and all that we can be sure 
of is (1) physically, they don’t work, and (2) work 
or not there are those who urge their continued use. 
But again, if we agree to try and come as close as 
we can to perfection, what additional facts must we 
understand to find the ideal conditions for drain- 
age? The following are some salient points worked 
out by experimenters : 

The character of a discharge of course, has 
some effect, but generally speaking discharge 
from a tube ceases in about twelve hours, but 
from gauze (capillary) in twenty-four hours. 
Some have said gauze will discharge up to five 
days. Many men including Penrose claimed 
abdominal drainage will last ten to eleven days. 
Some antagonistic work finds drains sealed off in 
only twenty-four hours and Korte found gauze 
firmly adherent in a patient who died only 
twenty-four hours after operation. About all 
this establishes is that in the first twenty-four 
hours there is a significant serumy discharge 
from drains but it may be that it is the drain 
itself that evokes this flow and actually the in- 
fected fluid we want out is not moving. Some 
credence to this springs from some of Fowler’s 
studies. On one case of peritonitis he inserted 
as many as 21 iodoform wicks into a belly and 
not only saturated the dressing but soaked the 
bed as well. The cessation of this flow after 
twenty-four hours or so seems to indicate the 
drain has been sealed off. To summarize these 
points, one of Yates’ experiments is retold. He 
placed a gauze drain in a dog through a right 
flank incision. Eighteen hours later after drain- 
age had ceased another drain was placed through 
a left flank incision. Indigo carmine was injected 
intraperitoneally and it appeared at the left drain 
in a few minutes but after forty minutes nothing 
appeared at the right drain. At autopsy, the right 
drain was completely sealed off by adhesions. 
Yates summarized the whole problem by saying 

the serous exudate of a drain is caused by its own 
irritative factors and there is an inward as well as 
outward flow. These drains are sealed off at vary- 
ing times but usually within twenty-four hours. 
The longer a drain is left in place the denser be- 
comes the adhesions, and therefore drains should 
be removed as soon as possible. Peritoneal drainage 
is only a local affair and to consider that a drain 
serves any other purpose than a “path of least re- 
sistance” is fallacious. 
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Broad Spectrum Antibiotics 

A new cycle has just begun with the advent of 
broad spectrum antibiotics and much of the above 
can no longer be impressive. One can agree to it 
all and then say it is no longer as important as it 
was to the surgeon of 1900. Thus trying to confine 
the remainder of today’s problems of drainage we 
will outline what is prevalent now. But first, we 
should list what is probably the agreed to indica- 
tions for drainage. Roughly they are (1) presence 
of local or generalized infection, (2) the probable 
subsequent development of such an_ infection, 
(3) to remove material that can’t be absorbed 
(blood clots, ete.) and in the presence of oozing 
or hemorrhage, (4) to extraperitonealize danger- 
ous areas, i.e., abscess cavities, (5) to exclude areas 
that might become dangerous, (6) obliterate dead 
space, and (7) to provide egress from abnormal 
locations of body fluids, i.e., urine, bile. 

So the subject won’t get completely unwieldy, we 
will try to confine the indications for drains to the 
three most frequent situations that cause the ques- 
tion to arise—should drains be used? (1) Acute 
perforations with local or spreading peritonitis, 
(2) in the face of contamination, and (3) in the 
presence of anastomoses and operations on the 
biliary tree. 

We've seen that anticipated drainage rarely oc- 
curs and so most surgeons say the drain is only a 
foreign body and seek to avoid it. Non-absorbable 
sutures for the outer layer of anastomoses, gastro- 
intestinal antisepsis and antibiotics give further 
strength to the argument of avoiding drains. 
Should perforated ulcers, perforated diverticulitis, 
perforated appendicitis be drained? There are 
many authors to be found who say drainage must 
always be done as well as those who would decry 
the use of drains in these situations. 

In the face of contamination, again, there are 
opposite views. The advocates of drainage do seem 
to indicate that the drainage does not have to be 
carried on for long, even as short as twenty-four 
hours. 

The third category is drainage after anastomoses 
or on the biliary tree. John Reynolds from Chicago 
writes about what seems to be majority thinking. 
He states enough drains must be provided to estab- 
lish a tract, obviously proceeding on the expecta- 
tion that all a drain should really be expected to be 
is a path of least resistance. Two Penrose drains 
placed together in the most dependent area and 
brought out on the shortest possible direct line wil 
offer the best chance of success. Two drains are 
used because they make folds which result in spaces 
that tend to keep the track open and prevent the 
fibrin from sealing off the drain. Bile leakage 
usually will be carried off by such a system and yet 


we must remember that these drains, as proven by 
concluded on page 324 
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SUMMARY 


Carcinoma of the stomach kills more than 100 persons 
a day and, although cure rates of 7 to 10 per cent have 
been reported from some surgical clinics recently, the 
national salvage is probably less than 1 per cent. How- 
ever, the first cure by surgical resection was done only 
73 years ago. 

Although improving end results have been reported 
within the past decade, the outlook for the individual 
patient with carcinoma of the stomach is still a grim one, 
and the problem is one of the most challenging in the 
entire field of cancer control, 

We feel improvement in end results can be attained 
only by earlier diagnosis, earlier surgical intervention, 
increasingly radical surgery, reduction of operative mor- 
tality, a more radical approach to the gastric-ulcer prob- 
lem, identification of pre-cancer pathology such as atro- 
phic gastritis and polyps, and, lastly, mass surveys. 





F™ SUBJECTS within the field of neoplastic 
disease arouse more profound feelings of 
pessimism than does that of gastric cancer. This 
single disease, in the United States alone, kills more 
than 100 persons each day, totaling close to 40,000 
per year. 

Although cure rates of from 7 to 10 per cent 
have been reported in recent years from some 
surgical clinics, the salvage for the nation as a 
whole is probably nearer to 1 and 1.5 per cent, and 
in many communities it is undoubtedly less than 
1 per cent. Guiss!' in a survey of the total experi- 
ence in one geographic area, Los Angeles, found a 
survival rate of 1.4 per cent and Clark? in a similar 
survey in the Houston, Texas area found only 0.8 
per cent five-year survivals. 

In considering these disturbing figures, it is of 
some comfort to recognize that the entire thera- 
peutic period, in which cure by surgical extirpation 
became « possibility, is contained within the life 
span of some physicians still practicing. The first 
Successiul gastric resection was done by Theodore 
petal 
*Presented at the Reunion Day, St. Joseph’s Hospital Staff 


. at Providence, Rhode Island, September 29, 
4. 


Billroth in 1881, only 73 years ago. In the years 
immediately following, progress was dismally slow. 
The often-quoted review by Welch? of the results 
of the first 37 gastric resections, showing an opera- 
tive mortality of 73 per cent, undoubtedly blunted 
the enthusiasm of surgeons for some years there- 
after. Even in 1914, Friedenwald* in a review of 
1000 cases found only nine resectable and none 
surviving for five years. 

The development of the opaque meal by Rieder 
and its gradual perfection and increasing applica- 
tion finally provided the means by which earlier 
diagnosis could be established. Within the past 
decade improving end results have been reported, 
at least from the more highly integrated medical 
centers, and in terms of percentage, the gains over 
earlier end results appear substantial. Despite this, 
the outlook for the individual patient with cancer 
of the stomach is still a grim one. Because of the 
sheer number of persons involved, this problem is 
one of the most challenging in the entire field of 
cancer and requires constant reappraisal of the 
direction of our efforts towards its control. 

Within the limits of our present knowledge, 
improvement in end results can be attained only by 
earlier diagnosis and earlier surgical intervention ; 
increasingly radical surgery; reduction of opera- 
tive mortality ; a more radical approach to the gas- 
tric ulcer problem; identification of precancer 
pathology : atrophic gastritis, polyps ; and surveys. 

It is an unfortunate fact that until relatively 
recent years, the conception of the symptomatology 
of cancer of the stomach, as portrayed in medical 
texts and literature, has been largely in terms of 
the advanced case. A study of the histories in our 
own cases indicates that many physicians are still 
thinking of gastric cancer in terms of severe epi- 
gastric pain, a palpable epigastric mass, of coffee- 
ground vomiting, of severe anemia and extensive 
weight loss: all symptoms which in the vast ma- 
jority of instances mean inoperability and hopeless 
prognosis. 

The insidious character of the disease is often 
blamed for the pessimistic outlook in gastric can- 
cer, and while it is undoubtedly true that in some 
cases, the disease may be hopeless at the time of its 
first clinical manifestations, the histories of our 


own cases® indicate that in most cases, symptoms 
continued on next page 
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have been present for months or even years before 
the diagnosis has been finally established. The 
culpability for these long periods of delay before 
adequate steps were taken to establish a diagnosis 
rests not only on the patient who failed to seek 
medical aid, but also, to an even greater degree, 
on the first physician consulted. 

The astonishing degree of willingness of so many 
physicians to treat for months, without benefit of 
diagnostic study, patients suffering from cancer of 
the stomach emphasizes the great lack of familiarity 
with early clinical manifestations of this disease. 


Clinical Patterns 


The clinical pattern of the early symptoms which 
should raise the suspicion of stomach cancer falls 
into three groups. 

In the first, the symptoms are vague in character, 
are referred to the upper gastro-intestinal tract and 
are described by the patient as, “‘a little indigestion 
or dyspepsia” or distress in the upper abdomen ; 
or the patient may say that food no longer agrees 
with him or that his appetite has fallen off. Not 
infrequently, the complaint may be hardly more 
than a “stomach consciousness.” As pointed out by 
Harris, stomach consciousness developing in a pa- 
tient who has previously been oblivious of his gastric 
function, is a serious matter demanding searching 
investigation. It is an unfortunate circumstance 
that the early symptoms of a large percentage of 
patients with gastric cancer are identical with those 
associated with benign disease of the upper gastro- 
intestinal tract and with functional disorders. The 
gravity of such symptoms, however, when they 
occur in individuals past the age of forty-five or 
fifty is such that treatment without benefit of 
searching investigation can hardly be considered 
defensible. Rivers® in a most significant paper has 
shown that “indigestion” as a presenting complaint 
in patients past the age of forty-five is frequently 
due to cancer. In an analysis of 2,448 patients in 
various age groups, cancer of the stomach was 
found to be the cause in 8.8 per cent of the patients 
from forty-five to forty-nine, in 10.8 per cent of 
those from fifty-five to fifty-nine, in 24 per cent 
of those from sixty to sixty-nine, and in 36 per cent 
of those over seventy. Obviously, the conscientious 
physician with these figures in mind would not be 
willing to treat such patients without adequate 
study and investigation. We are not unaware of 
the practical difficulties faced by the family physi- 
cian in persuading such patients that the expense 
of roentgenographic studies is justifiable. Only a 
further education of the public and a substantial 
effort on the part of physicians can solve this 
problem. 

In the second group, the presenting symptoms 
are equally vague and are not directly related to the 
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gastro-intestinal tract and consist of loss of energy, 
easy fatigue or weakness, usually accompanied by 
some degree of anemia and weight loss. 

In the third group, the symptoms are those 
usually associated with peptic ulcer. That many 
patients with gastric cancer present a symptom 
complex, mimicking exactly or closely resembling 
the classical ulcer syndrome, has been known for 
many years. Moynihan’? in 1909 reported that two 
of every three patients on whom he had operated 
for cancer of the stomach had had a previous his- 
tory of ulcer. In more recent years, Blackford’ 
reported that 38 per cent of his patients presented 
histories of preceding ulcer, and Eusterman stated 
that in 47 per cent of the proved cases of gastric 
cancer encountered at the Mayo Clinic, the history 
was that of the accepted syndrome of benign ulcer. 
In our series’ 36 per cent presented a history 
strongly suggesting or reproducing the ulcer syn- 
drome. The hazard of treating as ulcer without 
X-ray examination patients with even the textbook 
clinical picture of ulcer is obvious. : 

The merit of mass screening methods in the 
detection of early gastric cancer has engaged the 
attention of a number of investigators with results 
which, to date, are on the whole discouraging. 
St. John, Swenson and Harvey® uncovered only 
three cases of gastric cancer by fluoroscopy alone 
among 2500 patients studied. Limitation of the 
screening, as advocated by Rigler and his asso- 
ciates at the University of Minnesota, to groups of 
patients considered to be particularly susceptible to 
gastric cancer or having diseases which are likely 
precursors of cancer, such as pernicious anemia, 
atrophic gastritis and gastric polyps appears to 
offer somewhat greater promise. Rigler, Kaplan 
and Fink!® found on serial roentgenologic gastro- 
scopic examination of 211 patients with pernicious 
anemia, 17 cases of gastric cancer (8.0 per cent) 
and 15 cases (7.1 per cent) benign gastric polyps. 
Norcross, Monroe and Griffin! however, in a 
roentgenologic study of 233 cases, found only 4 
cases of cancer of the stomach or 1.7 per cent. 
Benedict!” has reported a 20 per cent incidence of 
gastric polyps among twenty patients with diffuse 
gastric atrophy studied gastroscopically. 

In recent years many writers have called atten- 
tion to difficulty in distinguishing between ulcerat- 
ing cancers of the stomach and benign gastric ul- 
ceration, even after the most expert roentgeno- 
graphic study. Welch'® has reported finding cat- 
cinoma in 32 of 295 patients who had a preopera- 
tive diagnosis of ulcer. Judd and Priestley’* in a 
series of 237 cases in which a diagnosis of benign 
ulcer had been made, found cancer on exploration 
in 8 per cent; and in 146 cases treated medically, 
10 per cent subsequently developed cancer. Mar- 
shall!® has reported an error of 15.8 per cent. 











Allen and Welch'® in an earlier report found that 
14 per cent of patients resected with a preoperative 
diagnosis of benign ulcer proved to have gastric 
cancer, and they made the significant observation 
that the cure rate in this group of cancers was 
double the prevailing rate. 


Surgical Approach 

As a result of these well-known observations, 
there has been a trend toward an increasingly radi- 
cal surgical approach to the problem of gastric 
ulcer, although there are still wide differences of 
opinion as to how far this will prove to be justified. 
There can be no doubt, however, that more liberal 
indications for early operation in cases of gastric 
ulcer will result in life-saving surgery for many 
patients with curable gastric cancer. 

The possibility of increasing the salvage in can- 
cer of the stomach by a bolder surgical approach, 
through widening of the standard operative pro- 
cedure has engaged the attention of many writers 
on this subject. A number of surgeons, Lahey,'? 
Longmire and Scott!§ and Lockwood" have urged 
the adoption of total gastrectomy in place of par- 
tial gastric resection as the standard procedure 
for all cancers of the stomach, even for small le- 
sions in the distal portion of the stomach. There 
are serious objections to this radical point of view. 
The basic objection has been well stated by 
Thomas, Waugh and Dockerty?® who point out 
that ‘a mere philosophy of radicalism is not suf- 
ficient, and that the concept of removing the entire 
substance of any non-vital organ is not necessarily 
valid. A more valid and probably more radical 
over-all concept is that of removing all areas sug- 
gested by the known pathologic characteristics of a 
given malignant lesion.” It may be pointed out 
that total gastrectomy does not facilitate the re- 
moval of contiguous areas or zones of usual lym- 
phatic extension except for the superior group of 
lymph nodes in the region of the cardio-esophageal 
junction, and these are seldom involved except 
when the primary tumor is in the cardiac portion 
of the stomach. 

The mode of spread of gastric cancer intra- 
murally by direct extension to contiguous struc- 
tures and tissues and by lymphatic channels to 
regional nodes is centrifugal and not along the long 
axis of the stomach. Despite the fact that anatomical 
considerations in gastric cancer make impossible 
the ideal concept of en bloc removal of the primary 
tumor with a wide zone of contiguous tissues and 
zones vi lymphatic spread, the optimum effort in 
this direction by radical subtotal resection still 


seems tlie most logical surgical approach in this 
disease. It is undoubtedly a fact that gastric re- 
section ior cancer as generally practiced falls far 


short 0! this ideal. This is well shown by the find- 
Ings ol \!cNeer?! in his study of autopsy findings 
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in 92 cases treated by subtotal resection. There 
was failure to control the malignant process locally 
in 80.5 per cent of the cases. However, of 60 cases 
in which the information was available, 11 had less 
than half of the stomach removed, 19 had 50 per 
cent removed, 27 from one-half to three-quarters 
and only 3 more than three-quarters. These find- 
ings can hardly be considered representative of the 
results which may be expected from an adequate 
subtotal resection. 

The combined observations of many investiga- 
tors have established certain fundamental facts 
which must be observed in planning an adequate 
operative procedure. The frequency with which 
the duodenum is involved up to 1.5 cm. beyond the 
pylorus and with which the proximal spread of the 
disease extends beyond the palpable and visible 
limits of the tumor up to 4 to 5 cm., makes obliga- 
tory the extension of the distal and proximal proce- 
dures of the resection beyond these limits. When 
this cannot be accomplished by anything short of 
total gastrectomy, total removal of the stomach 
must perforce be done. The relation of the posi- 
tion of the tumor to the zones of common lymphatic 
spread must be given greater consideration in plan- 
ning the operative procedure. As McNeer’s”* 
studies have shown, for lesions in the pars media, 
there is a 45 per cent incidence of involved lymph 
nodes along the splenic vessels, which can be re- 
moved surgically only by concomitant resection of 
the spleen and the left half of the pancreas. Ex- 
tension of the operation to include these structures 
as the routine procedure for lesions in this area 
must be seriously considered. Similarly, the high 
incidence of extension of the disease into the 
esophagus from primary lesions of the cardia pre- 
cludes the approach to cancers in this area by the 
subdiaphragmatic route. Transthoracic or ab- 
dominothoracic exposure and wide removal of the 
lower segment of the esophagus must be done in 
all such cases. 

Falling operative mortality rates from an aver- 
age of 18 to 20 per cent a few years ago to figures 
in the neighborhood of 5 to 7 per cent represent a 
gain of approximately ten per cent of patients who 
have at least a chance for ultimate cure. While 
these lower mortality figures are by no means rep- 
resentative of the national average, that they are 
attainable has been demonstrated. 
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7. E DIAGNOsIs of gastric ulcer and gastric can- 
cer, and the accurate distinction between the 
two in the early hopeful stages, presents a real 
challenge to the physician. Since it is usually the 
general practitioner, internist, or gastroenterologist 
that is consulted for symptoms that demand an in- 
vestigation, it is they who must take the primary 
responsibility for proper advice to the patient, 
rather than the surgeon. 

Any patient with epigastric distress or discom- 
~ fort of any sort who is over forty, should have a 
study started to rule out these lesions. A patient 
with indigestion that persists for three or four 
weeks and is not relieved completely by simple 
measures, should have a study at any age. 

We place too much attention on food relief and 
alkali relief in the diagnosis of ulcer, whereas the 
characteristic feature of an ulcerating lesion in the 
upper digestive tract in the early stages is periodi- 
city. Food relief is an important feature, for the 
lesion that produces fullness almost always sug- 
gests infiltration of the gastric wall, or complication 
of an ulcerating lesion which was previously char- 
acterized by distress relieved by food. 

The location of the pain in a gastric ulcer is 
usually higher in the epigastrium than that of a 
duodenal ulcer, and may be somewhat to the left, 
but the location and rhythm of the pain do not serve 
to distinguish the gastric from the duodenal ulcer. 
Only X-ray examination and gastroscopy can do 
this. Concurrent disturbances, such as functional 
indigestion and gall bladder disease may alter the 
response of the patient and confuse the diagnosis. 

Every physician who takes the responsibility of 
investigating a patient for the above lesions should 
satisfy himself that the study is completely negative 
or that it pinpoints the lesion as accurately as is 
humanly possible. The films should be studied 
*Presented at the Reunion Day, St. Joseph’s Hospital Staff 

Association, at Providence, Rhode Island, September 29, 
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with the roentgenologist because the physician who 
has the complete story may often be able to aid the 
diagnostic localization by the X-ray investigator. 
An integral part of every X-ray study of the upper 
digestive tract should be rugal films. The old prac- 
tice of filling the stomach with barium is completely 
outmoded, as small lesions are rarely discovered 
by this method. Even when the stomach has been 
filled with barium, if there are unusual spastic 
areas, incisuras, or retraction defects, proper 
positioning can frequently throw air into this area 
and air contrast films with compression will often 
bring out a lesion previously unsuspected. If there 
is not sufficient air in the fundus of the stomach, 
the giving of a fizzing substance to the patient will 
produce enough to accomplish this contrast: The 
accuracy of diagnosis is enhanced by repetition of 
the study, so that if the first study is just suspicious, 
and not completely negative or positive, a repeat 
study may be necessary. Occasionally, it may have 
to be repeated several times for exact localization 
and proper filling. 

Most gastric ulcerating lesions that are benign, 
are exclusive or extrusive in character. By that | 
mean that a line drawn roughly along the curva- 
tures of the stomach shows most of the lesions 
when they are benign in character, outside the con- 
fines of the stomach wall. On the contrary, the 
ulcerating tumor is inclusive or intrusive, and 
judged in the same manner, most of the lesion 
being within the stomach boundaries. 

The idea that the size of a gastric ulcer is indic- 
ative of malignancy is completely false. For most 
of the large ulcers are perforated benign ulcers, 
which are almost impossible to heal medically, but 
are not malignant by size alone. Prepyloric ulcers 
are no more malignant than those in any other loca- 
tion of the stomach, if we consider them separately 
from ulcerating tumors. The real difficulty is that 
the cancer is more common in the antrum than in 
other portions of the stomach; therefore one fails 
to distinguish between an ulcer and an ulcerating 
tumor, and classifies all prepyloric lesion as danger- 
ous. The suspicion of the extruding ulcerating 
lesion, if one fails to see any filling defect, has no 
more foundation than the suspicion of the extrud- 
ing lesion in any other part of the stomach. Pre- 
pyloric spasm may indicate a lesion in the imme- 
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diate vicinity, small in nature, a lesion distal to the 
area in the duodenum, or a lesion remote from it in 
the upper stomach. The finding of such a spastic 
area demands an attempt to localize an ulcerating 
lesion higher in the digestive tract. In order to 
accomplish this, it may be necessary to aspirate any 
fluid retained by the spasm, and re-X ray the pa- 
tient with careful rugal studies and compression 
technique of the spastic area. Spasm is usually in- 
dicative of benignancy, but may also be associated 
with a carcinoma. The presence of a duodenal 
ulcer in association with a gastric ulcer gives added 
insurance that the gastric ulcer is benign. The as- 
sociation of duodenal ulcer with gastric cancer is 
extremely rare. 

For all practical purposes, greater curvature 
ulcers should be considered malignant, although 
many of the lesions which appear to be on the 
greater curvature of the stomach by X-ray visual- 
ization are often anterior or posterior wall by 
gastroscopic visualization. 

Familarity with the characteristics of a gastric 
diverticulum is necessary for the physician who 
deals with such subjects because these are usually 
asymptomatic, located near the cardia, and con- 
stant in appearance. Occasionally one produces 
enough obstruction from filling up in the region 
of the pylorus to demand resection. 

Once the diagnosis of benign gastric ulcer has 
heen made, every effort should be made to heal it 
quickly and to keep it healed. A complete healing 
should be judged not only by X ray, but by gastro- 
scopic visualization as well. There should be no 
scar remaining, and complete flexibility of the wall 
should be restored. Depending on the size of the 
lesion, there should be complete diminution to heal- 
ing within four to six weeks from the beginning of 
the treatment. There should be complete disappear- 
ance of symptoms and of any occult blood in the 
stools. Such careful healing demands hospitaliza- 
tion for all gastric ulcers, and the patient should be 
on complete bed rest with optimum neutralization 
around the clock. Once the lesion is healed, check- 
ups should be done at frequent intervals: about 
every three months for the first year and every six 
months thereafter. In this way one gives the pa- 
tient added protection by guarding against recur- 
rence. Recurrence makes it likely that the ulcerat- 
ing lesion was originally malignant, or increases 
the possibility of its becoming so due to chronic 
irritation 

The gustroscope is a very helpful instrument in 
lesions that are not accurately visualized by black 
and white X-ray contrast. An area that is not quite 
right, or the suspiciously spastic area that is within 
the Vision of the gastroscopist, can often be posi- 
tively identified, depending on the experience of 
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the examiner. Color change is far more striking 
than in the clamped, operative specimen. 

If every cancer of the stomach is subjected to 
gastroscopy and biopsy, of course the diagnosis is 
going to be much higher, but I do not believe that 
the use of the gastroscope is necessary in all in- 
stances. It is an instrument to be used for ques- 
tioned areas, diagnosis of undisclosed bleeding, the 
cause of which might be in the upper digestive tract, 
and to guide the healing of a gastric ulcer. 

Finally, the responsibility lies heavily on the 
physician who undertakes the healing of a gastric 
ulcer to be certain that it is benign, to completely 
heal it, and to keep it healed. 
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I A RECENT REPORT by Wilson and Qualheim,! 
there is described a form of acute hemorrhagic 
enterocolitis which occurs in elderly individuals 
suffering from chronic cardiovascular or other 
debilitating diseases. Of their twenty reported 
cases, seventeen had heart disease, most of which 
were complicated by cardiac failure. Two of the 
remaining three cases developed enterocolitis fol- 
lowing surgery. Clinically, the disease is character- 
ized by the sudden onset of watery or bloody 
diarrhea, abdominal pain, distention, fever, leuko- 
cytosis, and has a rapid progressive course. Edema 
and hemorrhage in the distal one-half of the small 
intestine and proximal half of the large bowel are 
the characteristic pathologic features, although in- 
volvement may extend from the stomach to the 
rectum. In order to draw attention to this entity, 
the following case is reported. 

R.W., a fifty-seven-year-old man was admitted 
to the hospital on November 20, 1954, in a state of 
coma. The diagnoses of hypertensive cardio- 
vascular disease and diabetes mellitus had been 
established in the past. The patient resided in a 
soldiers’ home and had been feeling well until ten 
days prior to admission when he developed a pneu- 
monitis. He apparently made a good response to 
oxytetracycline but shortly thereafter went into 
congestive heart failure. Although he had been on 
a maintenance dose of 0.1 gm. of digitalis daily, 
an additional 0.8 gm. was prescribed. However, 
the clinical course was progressively downhill and 
on the day of admission, he was given an unknown 
amount of insulin and referred to the hospital for 
further treatment. 

Physical examination revealed a well-developed 
and moderately obese male lying in bed in a state 
of coma. The temperature was 99.4 degrees, the 
pulse 120, and the respirations 18. The blood pres- 
sure was 180/100. Positive findings included 
cardiomegaly with auricular fibrillation, crepitant 
rales in the lower one-half of the lung fields pos- 
teriorly, hepatomegaly and 2-plus edema of the 


ankles, legs and presacral area. In addition, the 
patient showed evidence of dehydration. Exami- 
nation of the abdomen revealed moderate disten- 
tion but otherwise was not remarkable. 
Examination of the blood disclosed a hemo- 
globin of 13.4 gms/100 cc, a hematocrit of 40 per 
cent, and a white-cell count of 24,000, with 99 per 
cent neutrophils. The urine had a specific gravity 
of 1.015 and gave a + test for albumin; the sedi- 
ment contained many white and red cells. The 
blood urea nitrogen was 35 mgs., and the blood 
sugar was 40 mgs/100 cc. The serum amylase was 
104 units, serum chlorides 105 mEq/1 and the 
Coy, combining power was 17 mEq/liter. Several 
smears and cultures of the stool were negative. A 
portable roentgenogram of the chest demonstrated 
gross cardiac enlargement and pulmonary conges- 
tion with a small amount of fluid at the right costo- 
phrenic angle. Examination of the electrocardio- 
gram revealed auricular fibrillation, occasional 
runs of bigeminal rhythm due to premature con- 
tractions and the pattern of left ventricular strain. 


Course in Hospital 


Initial treatment consisted of the intravenous 
injection of 50 ce of a 50% glucose solution plus 
intravenous fluids. Within a short period of time, 
he regained consciousness but remained somewhat 
confused. The temperature rose to 102°F, and 
shortly thereafter he developed severe bloody diar- 
rhea. Physical examination at this time revealed 
abdominal distention and generalized abdominal 
tenderness. The possibility of a mesenteric throm- 
bosis was considered but the general condition of 
the patient prohibited surgical intervention. The 
clinical course was progressively downhill and in 
spite of large doses of streptomycin and _penicil- 
lin, the patient expired on the 4th hospital day. 

Post-mortem examination revealed a 
developed, moderately obese white male. ‘The heart 
was both dilated and hypertrophied weighing 700 
gms. A bilateral hydrothorax was present. In 
addition, a patch of bronchopneumonia was noted 
at the right lower lobe. The lungs, liver and spleen 
showed evidence of chronic passive congestion. 
The mucosa in the pylorus of the stomach was 
found to be hemorrhagic. On opening the large 


well- 
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bowel, some dark red fluid was found. The cecum 
and ascending colon were red and edematous. Be- 
ginning at the mid-transverse colonic area and ex- 
tending down to the anus, the wall of the colon was 
markedly thickened, edematous and hemorrhagic 
with numerous small, superficial irregular ulcera- 
tions noted in the mucosa. The small bowel was 
not remarkable other than moderate congestion of 
the mucous membranes. Microscopic examination 
revealed the mucosa of the large bowel to be 
markedly congested and the submucosa edematous. 
An acute inflammatory process consisting mainly 
of polymorphonuclear cells infiltrated the mucosa, 
submucosa, and extended into the muscularis. The 
findings in the small bowel were similar to that of 
the large bowel except that the process was less 
extensive. Examination of the kidneys revealed 
intercapillary glomerulosclerosis. The microscopic 
findings in the liver showed the presence of portal 
cirrhosis and a non-viral hepatitis. 


Comment 


This case points out many of the salient features 
of the disease. The sudden onset of watery or 
hloody diarrhea in a middle-aged or elderly person 
with chronic heart disease should make one sus- 
picious of the diagnosis of acute hemorrhagic 
enterocolitis. In addition, abdominal pain and dis- 
tention, shock, dehydration, low grade fever and 
leukocytosis are frequently found. This disease is 
most commonly mistaken for acute mesenteric 
thrombosis. Of the twenty cases reported by Wil- 
son and Qualheim,! seven were thought to have an 
acute mesenteric thrombosis and in two instances, 
surgical exploration of the abdomen was _per- 
formed. Other diagnoses to be considered in the 
differential diagnosis are intestinal strangulation, 
diverticulitis, pseudomembranous — enterocolitis, 
dysentery, ulcerative colitis and acute regional 
enteritis. 


Discussion 


Although the etiology of this condition is un- 
known, it has been suggested that chronic conges- 
tion of the intestinal capillaries with the resulting 
cellular anoxia is the most important factor in the 
pathogenesis of this disease.! In a majority of the 
previously reported cases, chronic heart disease 
with congestive heart failure had been present. Of 
significance is the fact that similar although less 
extensive pathologic changes in the bowel are 
commonly found in patients dying in congestive 
heart fa:lure without evidence of hemorrhagic 
enterocolitis, 

In recent years, much progress has been made in 
understa: ling the role of the minute blood vessels 
in disea: ~ For example, Friedenwald,? using 
special techniques, was able to identify the now 


well-known capillary aneurysms of diabetic reti- 
nopathy. Byron‘ in his study of hypertensive en- 
cephalopathy, observed the smaller blood vessels 
of rats through skull windows and presented evi- 
dence that arterial spasm, focal ischemia and in- 
creased permeability of brain capillaries is respon- 
sible for encephalopathy in his animals. Another 
example can be found in the work of Orbison,® 
who demonstrated aneurysmal dilatation at the ar- 
teriolar capillary junctions in thrombotic thrombo- 
cytopenic purpura thus confirming the fact that 
thrombosis is secondary to an abnormality of the 
small vessels in this disease. Acute hemorrhagic 
enterocolitis may be another example of the im- 
portance of the smaller blood vessels in disease. 


SUMMARY 


A patient with long standing heart disease in 
whom acute hemorrhagic enterocolitis developed is 
reported. 

A brief comment is made on the etiology and 
diagnosis of this disease. 

Familiarity with this entity may prevent un- 
necessary surgery as the disease is most commonly 
mistaken for mesenteric thrombosis or intestinal 
strangulation. 
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AS I ENDEAVORED to put on paper a few ideas 
worthy of your consideration, I was forcibly 
reminded of H. M. Tomlinson’s essay on The zirt 
of Writing. He complained as follows: “I raised 
my voice, calling down the hollow, dusty and un- 
furnished spaces of my mind, summoning my 
servants, my carefully chosen but lazy and willful 
staff of words, to my immediate aid. But there was 
no answer ; only the cobwebs moved there, though 
I thought I heard a faint buzzing, which might 
have been a blow-fly. No doubt my staff—small 
blame to them—were dreaming somewhere in the 
sun, dispersed over several seas and continents.” 

A few thoughts have occurred to me, however, 
which I hope will merit your attention. Last year, 
in the Presidential Message, I tried to point out 
that as a Society we have an effectiveness and an 
authority that is largely denied us as individuals. 
Inherent in this concept is the basic idea of unity, 
which, as Doctor Ashworth pointed out in 1951, 
is essential for the achievement of our goals. When, 
after careful consideration of all aspects of a prob- 
lem, a clear majority favors a certain course of 
action, let us all support it wholeheartedly and 
bring it to useful completion. This should by no 
means be construed as an attempt or recommenda- 
tion to stifle criticism and divergent opinion. 

No proposal or project that cannot survive the 
most searching criticism that may be directed 
against it is worthy of our unified support. Indeed, 
the enlightened critic serves us well by pointing 
out the errors and problems inherent in a certain 
course of action before we undertake it, thus pre- 
serving us from embarrassment, lowered prestige 
and wasted effort. 

However, I have little regard for the doctor who 
places his criticisms in the public press, in maga- 
zines or in books WITHOUT a previous vigorous 
attempt to achieve the recommended reforms with- 
in the framework of his medical society. If his 
proposals have real merit and are adequately sup- 
ported by facts, they should survive the critical 
*Presidential address delivered at the 145th Annual Meet- 

ing of the Rhode Island Medical Society, at Providence, 
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scrutiny of his peers and be of real benefit to the 
public and to the medical profession, without pro- 
moting disunity. 

Clearly implied in our concept of unity should be 
our attitude toward those very few doctors who, 
as Doctor Jackvony pointed out in 1953, by their 
selfish actions injure the general respectability of 
the medical profession. They obviously have no 
regard for us and we should afford them no pro- 
tection. If careful and thorough investigation 
clearly proves a member’s behavior to be dishonest 
and harmful to the public welfare, we must have 
the courage and energy to see that he is expelled 
from the Society. Otherwise, we can have no valid 
claim to the confidence of the citizens of our com- 
munity. 


Thoughtful Leadership 

A second recommendation I would make is that 
we, whenever possible, AVOID HASTE in launch- 
ing projects. As I have read over the minutes of 
the House of Delegates’ meetings for the past sev- 
eral years, I have been occasionally surprised by 
the number of “dry holes” that have been dug at 
considerable labor by committees, or the House of 
Delegates itself. This same concept was suggested 
by Doctor Ruggles in 1948 when he recommended 
calm contemplation of our many problems, and by 
Doctor Lawson in 1952 when he cautioned that we 
must avoid hasty and radical changes. Of course, 
there are occasions when speed of action is of im- 
portance to meet an immediate and pressing need, 
and no one can positively predict that a certain 
course of action will prove fruitful. Nevertheless, 
meticulous preliminary investigation of all con- 
templated projects will assure us better and more 
lasting results and help to conserve our time. Our 
lives are measured in terms of time, and if our time 
is wasted so is that portion of our allotted exist- 
ence. The provision, whenever possible, of com 
plete agenda to all members several days before 
any deliberative meeting encourages preliminary 
thought and discussion and results in wiser de- 
cisions. 

It is our privilege and duty to provide LEADER- 
SHIP in the attempts to solve the many community 
problems related to health. This is the area 
which we have special knowledge and experience, 
and in which we should be able to make the most 
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worthwhile contributions to the welfare of our 
fellow citizens. This general concept has been 
previously emphasized by Doctor Wing in 1945 
and by Doctor Ruggles in 1948, as well as by many 
others among your past presidents. I can recom- 
mend to your thoughtful consideration the Annual 
Oration of the Massachusetts Medical Society by 
Doctor Barton, titled The Appreciation of Medical 
Politicians, and published in the New ENGLAND 
JourNAL OF MepiciNE, May 20, 1954. Doctor 
Barton defined a medical politician as a physician 
who not only talks about non-clinical medical prob- 
lems but tries to do something about them. He 
points out “that it is both honorable and necessary 
for the medical profession to try its hand at in- 
fluencing the method by which the wonders of 
medicine are furnished to the people. There are 
hundreds, perhaps thousands, of lay volunteers for 
this job. Some of them are hucksters with an ax 
to grind. Here is a commodity, they say, and it 
should be sold. Yet the members of the medical 
profession make up the commodity that is about 
to be sold, and surely there is every reason why 
they should want to have a voice in their own 
disposition.” 

If further competent opinion be needed, consider 
the remarks of Governor Byrnes, speaking in 1954 
at a meeting of the South Carolina Medical Asso- 
ciation. “Doctors must answer the misrepresenta- 
tions of their critics,” he says. “And the doctors 
of the state cannot hold themselves aloof from the 
life of the community and the state. They must, 
like all other citizens, take an interest in city, 
county, and state governments. They have great 
power and influence, and they should exercise it 
for their own good and the good of the people.” 


Medical Economic Problems 


Many are the problems that force themselves 
upon our attention. When we realize that the Vet- 
erans’ Administration controls a hospital system 
that admits over 500,000 patients a year, we must 
be interested both as physicians and taxpayers. 
This is a large step toward socialized or government 
controlled medicine and must be clearly recognized 
as such. 

In recent years there have evolved many new 
plans for the distribution of and payment for medi- 
cal care. Among these may be mentioned the vari- 
ous Trades Union Health Centers such as the 
Garment Workers’ Center in New York, the plans 
wherein large groups of patients are treated by 
small groups of salaried physicians, such as the 
Kaiser-I’ermanente Foundation, and the huge in- 
tercraft medical service plans involving millions of 
workers, such as those covering the United Steel 
Workers, the United Mine Workers, and the 
United \uto Workers. As Doctor Barton has 
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pointed out, there is little doubt that these trades- 
union plans may powerfully influence future na- 
tional health legislation, and also the conditions 
under which physicians must work. We cannot 
hope, nor is it necessarily desirable, to oppose 
completely these powerful trends. However, we 
certainly should examine their provisions carefully 
and use the full weight of our unified influence to 
the end that all changes will clearly be for the 
benefit of the recipients of medical care, and will 
acceptably fulfill all the reasonable requirements 
of those who must provide the care. Our own 
thriving Rhode Island Physicians Service Plan is 
a clearly successful effort to provide needed assist- 
ance in the payment for medical services. The 
younger members of our Society, in particular, 
should give thought to these changing patterns of 
medical care, for it is their lives and work that will 
be longest affected. 


Medical Education 


The rising cost of medical education is another 
problem that must interest us. The privately sup- 
ported schools must derive the necessary increase 
in their income from increased tuition, which is 
impossible, from donations by alumni and indus- 
try, which is very helpful, but apparently thus far 
not completely sufficient, and from tax sources, 
which may be necessary but carries some threat of 
political control. One interesting innovation in the 
method of payment for medical education is the 
organization of regional compacts between states 
for the support of higher education. Such com- 
pacts have been formed in the South and in the 
Rocky Mountain area, and serve as agencies 
through which a state that has no medical school 
may contract with a medical school within the area, 
for the enrollment of a certain number of its quali- 
fied residents. The contracting state agrees to pay 
the medical school the full cost of the education of 
each sponsored individual. This type of arrange- 
ment, if properly implemented and safeguarded, 
would provide, almost certainly, a less expensive 
medical education of higher quality for a selected 
number of our residents than could ever be pos- 
sible by establishing our own medical school. 


The Older Worker 


Our attitude toward the aging worker in business 
and industry lacks logic and has been powerfully 
attacked by Doctor Theodore Klumpp, president 
of the Winthrop Laboratories. I can do no better 
than quote from some of his comments: “Our So- 
ciety has been quite illogical and inconsistent in its 
attitude towards the older worker. On the one 
hand it is apparent that we have no objection to 
electing and appointing older individuals to posi- 
tions of the greatest responsibility in government, 
concluded on next page 
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business, and the professions. And yet as far as 
the rank and file of workers is concerned, we have 
no objection to the imposition of blind and un- 
selective compulsory retirement rules which auto- 
matically eliminate those in the ranks who have 
reached the same age, regardless of their fitness, 
ability, and contribution to the group for which 
they labor. If the premise is that all individuals 
over 65 or 70 are not worth their keep then least of 
all should we permit individuals above those ages 
to occupy the top and critical positions of our social 
structure. We choose and select when we hire, and 
I see no reason why we can’t do the same thing 
when we retire our workers.” 

In a broader sphere as educated citizens we must 
remain informed about the larger issues of our day 
and endeavor to use our influence, however small, 
toward the wise solution of the problems involved. 
For example, communism, which we believe is bad, 
appears to flourish in areas where hunger and pov- 
erty are rife. Poverty and hunger result in large 
part from the pressures of over-population in rela- 
tion to the food supply, a situation which has been 
periodically relieved thus far in the world’s history 
by famine, disease and war. It would seem reason- 
able to expect human ingenuity somewhere, some- 
time, to come up with a better answer. To mention 
just one more of the many problems; consider the 
disuniting and disorganizing influence in the world 
of strong nationalism, which seems to me an 
anachronistic tendency in a world that would nat- 
urally be bound ever closer together by the speed 
of modern communication and travel. I would 
venture to guess that the peoples of the world will 
be governed in progressively larger units either, as 
is vastly preferable, through choice and plan, or 
through force. 

Finally, in closing, may I recall to you Damon 
Runyon’s brief adage. “It may be,” he said, “that 
the race is not always to the swift, nor the battle to 
the strong. But that’s the way to bet.” As individ- 
uals and as a Medical Society we must constantly 
strive to remain near the center of the stream of 
progress, so that we travel with it and not be left 
to stagnate with the debris along the shore. 





DRAINS? WHIM AND FANCY 
concluded from page 314 


time and history, are going to evoke a foreign body 
reaction, cause serum production on their own part 
and probably will be ineffective after twenty-four 
hours. Their only rationale must come under the 
guise of their being there to form a fistulous tract 
that if and when bile or other juices begin to leak, 
a path of least resistance will be provided for the 
excess of the leakage. To assume they are draining 
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bile doesn’t seem compatible with experimentation, 
Furthermore, since we have seen that drains are 
easily sealed off it shouldn’t seem unusual i! bile 
or other juices fail to egress along these draitis and 
go on to a generalized peritonitis instead. 

Reynolds adds that closure of the abdoininal 
wall too tight or use of stab wounds will also cause 
drains not to function, He advocates the suturing 
of the drains to the site of placement with fine plain 
catgut. He says that if at the end of 7-10 days the 
drain won't still come away, no harm is done and 
the patient can be sent home and the drain pulled 
later. This again hardly seems consistent with 
what history teaches, that if left too long the drain 
itself can cause suppuration rather than relieve it. 
Should sump drains be placed primarily when early 
fluid leakage is expected? Again if experiments 
show that it is only a matter of hours for the peri- 
toneal cavity to seal off it doesn’t seem reasonable 
that even if the sump were fortunately placed over 
the exact spot where leakage would occur that it 
would work. It probably is that the sump merely 
offers a path of least resistance from which excess 
fluids escape and by suction some good is accom- 
plished by helping to keep the area dry and the 
skin protected. 

Frank Meleney of Columbia University can be 
quoted in the closing remarks. In his textbook on 
surgical infections he says, ‘Pus alone is not an 
indication for drainage—nor is contamination, but 
dead tissue in the presence of either of them always 
is.” He is not quite as emphatic about whether one 
should drain in the face of threatened anastomoses 
leak, however. He says it is best to provide a means 
of escape if the anastomoses is a worrisome one, 
but then he makes the very unsatisfying statement 
that this “rests with the judgment and experience 
of the surgeon.” Rather nebulous words but it 
serves a point to close on, that still many of the 
problems of drainage are great ones and in our day 
we rely to a great deal on whim and fancy when we 
are really faced with a problem that is as trouble- 
some as it was in the days of Sims and Penrose. 
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DRAINS 


We doubt if patients ever like having drains left 
inthem. We are just as certain that surgeons have 
taken comfort from leaving them in. Years ago 
Doctor Barrows operated at Hope Hospital for 
acute appendicitis. Doctor Bugbee assisted. The 
appendix was acutely inflamed but was “got just in 
time.” Then the question arose: to drain or not to 
drain? Finally Doctor Barrows decided to drain 
as, “I will sleep better.” Doctor Bugbee, who was 
somewhat noted for his bluntness, rejoined, “Yes, 
by God, but the patient won’t.” 

When Ephraim McDonnell did his first ovari- 
otomy he left long ligatures coming out through 
the wound. Perhaps he felt that the crude ligatures 
of that day had to be removed but undoubtedly he 
did not trust the abdomen to take care of itself. 
In that day and almost to the present time drains 
have signified a lack of trust in the abilities of the 
body. “\Vhen in doubt, drain.” We have even 
known of hernia wounds being drained. 

A half century ago when presumably drains were 
more used than now, Professor John Babst Blake 
of the Harvard Medical School remarked, “There 
are men who call themselves surgeons who are 
really taxidermists.” It was after that time before 
Most of us ever heard of an infected abdomen 
being closed tight. It has been very common since, 


Doctor MacAndrews’ interesting article in this 
issue of the JOURNAL has given us a lot of history 
and has attempted the difficult problem of sizing up 
different theories. 

Questions concerning therapeutics are often dif- 
ficult to solve as there are so many factors involved. 
But the results may usually be expressed by the 
familiar maxim. The proof of the pudding is in the 
eating. It would seem that drains are certainly less 
used than they formerly were and surgical results 
would seem to be good. 

Who would not do without drains if he could? 
Doctor MacAndrews’ paper suggests an approach 
to this goal. 


BY-LAW REVISIONS 


Even in New England where we pride ourselves 
on the development of a democratic system through 
our town meetings, by-laws and regulations are 
found necessary, even though they are not always 
adhered to with strictest observance. And the or- 
ganization that is alive and active finds it necessary 
from time to time to take a long look at its operat- 
ing rules, making adjustments and additions to 
meet with current trends. 

Thus the Society, at its recent general session 
voted to adopt the report of the House of Delegates 


and the Council relative to amendments to our by- 
continued on next page 
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laws. In our opinion the various changes, some 
minor, to be true, do much to improve the laws and 
clarify their intent. 

Of particular importance was the adoption of a 
provision to give Standing Committee status to the 
important group concerned with problems of med- 
ical defense and grievance. Certainly no committee 
in recent years has taken on more work of a re- 
search nature, and time consuming in hours spent 
in meetings, than the medical defense and griev- 
ance committee. The new provision establishes a 
group of twelve, as opposed to nine for the other 
standing committees, which will include a member 
from each component society and shall also suitably 
represent the various major divisions of medical 
practice. 

The work of the committee is to be twofold. It 
will concern itself with any threatened or instituted 
actions for malpractice against any member, and it 
will also investigate complaints concerning the 
professional conduct of members referred to it. 

It would appear that each of the component soci- 
eties has an obligation to follow the pattern of the 
Providence Medical Association in setting up a 
grievance committee of its own to adjudicate inso- 
far as possible complaints at the local level. Only 
those problems that present a problem beyond the 
scope of the local district society should be turned 
over to the state society committee on medical de- 
fense. If this course of action is pursued the work 
will be better distributed, and certainly the interests 
of the public and profession served more promptly 
and effectively. 


IN THE PUBLIC’S INTEREST 


If the Rhode Island Medical Society warrants 
no other award for public service it certainly merits 
one for the work of its Public Laws committee in 
checking and reporting to the Assembly on legisla- 
tion presented to that body that would affect the 
health of the people of this state. 

Over the years the Society has not sought any 
legislation whatever in its own behalf. It has sup- 
ported good measures ; equally, it has been quick 
to denounce any proposals in which it observed 
efforts to lower the medical care, or the health pro- 
tection of the people of Rhode Island. We neither 
seek nor expect any praise for this constant vigi- 
lance. We do wish that our legislative bodies would 
establish more effective public health committees to 
which all acts and resolves affecting the health of 
citizens would be referred. The practice has been 
to send health proposals to any and all committees, 
thus making the task of discussing related meas- 
ures in different committees difficult for our public 
laws committee and other citizens interested in 
expressing opinions to the Assembly directly at 
hearings. 
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We commend the Assembly on the one hand for 
refusing to enact measures presented at the recent 
session that would have lowered the standards for 
healers under the basic science law, and that would 
have given chiropractic physicians privileges far 
beyond their educational training or the scope of 
their practice as established by the legislature. 

At the same time we cannot understand the action 
of the Senate in passing two of these chiropractic 
proposals without any public hearing. One act 
passed by the Senate even went so far as to amend 
the basic science law (which affects doctors of 
medicine, dentists, osteopaths and chiropractors) 
to provide that applicants for the examination 
could qualify without high school or pre-profes- 
sional education in an academic college before they 
began their professional education. ; 

Preposterous as this last measure was, it was 
passed on a voice vote by the Senate without dis- 
sent within twenty-four hours after the bill had first 
been presented to the Assembly ! 

The State Constitution declares as a principle 
that “all free governments are instituted for the 
protection, safety and happiness of the people. All 
laws, therefore, should be made for the good of the 
whole; and the burdens of the state ought to be 
fairly distributed among its citizens.” 

Perhaps what we need is the addition to our 
Public Laws committee of representative citizens 
concerned with the health of the state to share the 
burden of safeguarding the public against lowered 
standards of care. 


THE NEW LIBRARY 


Although our fine Library was built in 1912 
many members have seen it differently in its new 
raiment during the past few months, and as a result 
we are prompted to call attention to our “new” 
library. Certainly the building needed repairs and 
improvements, and it has been long neglected, pos- 
sibly because busy physicians visit the building 
only occasionally, and then do not remain long 
enough to observe its physical condition. 

The Library is more than a mere storehouse of 
medical texts. It is a meeting assembly for the 
profession. It is a public building open to everyone 
in Rhode Island for study and reference use. It 
houses the executive offices of the Society, and it is 
known throughout the state as the headquarters of 
the medical profession. As such it warrants con- 
tinued improvement such as has been undertaken 
vigorously the past two years under the direction 
of Doctor John G. Walsh, chairman of the board 
of trustees. 

New tile floorings, new drapes in the reference 
room, the Miller Room, and the auditorium have 
done much to enhance a fine interior painting job 
that revealed for the first time in years what a truly 
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handsome building we have. Latest improvements 
have included sound amplification in the audito- 
rium, a service long needed, and also a more effec- 
tive call svstem to locate physicians summoned to 
the telephone while in attendance at scientific lec- 
tures. 

Few medical societies in America have a finer 
building. We have reason to be proud of our 
Library, and everyone should willingly contribute 
to the support of its appearance in keeping with 
the organization it represents. 


SCIENCE FAIR AWARDS 

For the first time the Society participated in the 
annual high school science fair by presenting 
plaques to the students with the best medical dis- 
plays as judged by a committee of the Society. 
That the venture was a meritorious one from all 
points of view is undisputed. 

We concur with Doctor Herman A. Lawson, 
chairman of our Science Fair Committee, when he 
stated at the presentation of the awards at the an- 
nual meeting on May 2 that “this Society should 
cooperate to support this Science Fair, this ad- 
mirable community project, and we hope that it will 
be feasible for the Society to appropriate more 
money next year so that more prizes may be given, 
because there are so many young people who have 
exhibits who deserve some commendation and 
recognition.” 

The two youngsters honored by the Society, 
Linda Hawkinson of Warwick in the senior high 
division, and Joseph Medeiros of Providence in the 
Junior high division, presented excellent displays 
that indicated talent for research and original 
presentation that should be encouraged among all 
young science students. 

It is to be hoped that the Society may consider 
the award of three or more citations in each high 
school classification in 1957. And we also express 
the hope that any physician who has never attended 
the high school science fair make it a point to view 
the displays when the 1957 exhibition is staged. 


——_ 
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Doctor Frank B. Cutts, president of the Rhode Island 
Medical Society, presents the Society’s award to Joseph 
Medeiros, of Providence, for the best medical display in 
the State Junior High division of the Science Fair. At the 
left, Linda E. Hawkinson, of West Warwick, senior high 
award recipient, watches the presentation. 





EMERGENCY HOSPITAL FOR CD 


Rhode Island Civil Defense has received a two- 
hundred-bed emergency hospital from the Federal 
Civil Defense Administration. The hospital will 
be utilized by the Health and Medical Services 
Division of the Rhode Island Civil Defense organ- 
ization for training and demonstration purposes 
according to Major General John M. McGreevy, 
State Civil Defense director. 

Arrangements have been made with the trustees 
of Butler Hospital for storage of the unit at Butler 
Hospital while plans for its use are being formu- 
Pe by the Hospital Section of the Civil Defense 
Health Services for Rhode Island. Mr. Lee Nichols, 
administrator of Kent County Memorial Hospital, 
has been named to head the Hospital Section. 

The first public display and demonstration of 
the hospital unit will be held during “Operation 
Alert,” the nationwide civil defense test scheduled 
for the period, July 20 through July 26. The unit 
has been made available to local civil defense 
organizations for the training of local health serv- 
ices personnel. 
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GENERAL SESSION 
of the 
RHODE ISLAND MEDICAL SOCIETY 
Wednesday, May 2, 1956 


ELECTION OF OFFICERS; ADOPTION OF By-LAW REVISIONS 





jee SESSION of the Rhode Island Medical 
Society was called to order by the President, 
Dr. Frank B. Cutts, at 5:00 p.m. on Wednesday, 
May 2, 1956. 

The President noted that the By-Laws of the 
Society required that the membership meet in gen- 
eral session at least once during the Annual Meet- 
ing for the transaction of any business that any 
member wishes to bring before the Society. He 
called for a report from the Secretary. Dr. Thomas 
Perry, Jr., reported that at a meeting of the House 
of Delegates held on April 18, the proposed re- 
visions to the By-Laws submitted by the Council 
of the Society had been adopted and subsequently 
sent in printed form to each member of the Society 
to be acted upon at the general session. He briefly 
discussed the major amendments. 

ACTION 

It was moved that the proposed revisions to the 
By-Laws be adopted. The motion was seconded 
and passed. 


Election of Officers 
Dr. Thomas Perry, Jr., Secretary, reported 
that the House of Delegates at its meeting on April 
18 had elected a slate of officers and Standing Com- 
mittees as proposed to it by the Council of the So- 


ciety (this slate of officers was published in the 
May, 1956 issue of the RHopE IsLAND Mepicat 
JOURNAL). 


Induction of Officers 

Dr. Frank B. Cutts asked Dr. Joseph C. Johnston 
to escort the new President, Dr. Charles L. Farrell, 
to the rostrum. Dr. Farrell briefly expressed his 
appreciation to the membership for the honor con- 
ferred upon him and he called upon the members 
to continue their loyalty and support to the Society 
in the coming months. 

The President then introduced to the member- 
ship the new Vice-President, Dr. Joseph C. Johns- 
ton of Providence ; the President-Elect, Dr. George 
W. Waterman of Providence; the Secretary, Dr. 
Thomas Perry, Jr., of Providence ; and the Treas- 
urer, Dr. John A. Dillon of Providence. 


New Business 
The President asked if any member of the So- 

ciety had any matter he wished to bring before the 
membership at this general session. No business 
was presented. The general session was adjourned 
at 5:30 p.m. 

Respectfully submitted, 

THOMAS PERRY, JR., MD., Secretary 


BY-LAW AMENDMENTS ADOPTED BY THE 


SOCIETY, MAY 2, 1956 


I. AMENDMENTS IN GENERAL 

1. Wherever the title “Fellow” or “Fellows” is 
used in the present By-Laws the title ‘‘Member”’ 
or “Members” would be substituted. 

2. Wherever the words “county society” (or 
societies) are used in the present By-Laws, the 
addition of “or district” (or districts) would be 
added. 


II. SPECIFIC AMENDMENTS BY SECTIONS 


( Other than as noted above in 1) 


ARTICLE II] — MEMBERSHIP 

(Italicized words would be deleted) 
“SECTION 1. Classes of Members. — This 
Society consists of (a) Members, (b) honorary 

members, (c) and non-resident members.” 
“SECTION 2. Fellows (change to MEM- 
BERS ).—The members are all the active members 
in good standing in the component societies from 
whom or on whose behalf the required annual dues 
or special assessments have been received timely 
by the Treasurer of this Society, and Members who 
may be elected in accordance with Sec. 6 of the 


Charter.” 
continued on page 330 
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Nilevar* 


(BRAND OF NORETHANDROLONE) 


Searle’s New and Practical Steroid 





Specifically for Protein Anabolism— 





It has long been recognized that a substance 
which would promote protein anabolism would 
be of inestimable value in therapy. The andro- 
gens have this property, but unfortunately they 
also exert actions on secondary sex characteris- 
tics. These effects are commonly undesirable in 
therapeutic programs. 

THE FIRST STEROID WITH ANABOLIC SPECIFICITY — 
Nilevar, the newest Searle Research develop- 
ment, therefore, meets a long desired clinical 
need because Nilevar presents the first steroid 
primarily anabolic for protein synthesis. More- 
over, Nilevar is without prominent androgenic 
effects (only about one-sixteenth of that exerted 
by the androgens). 


OBJECTIVE AND SUBJECTIVE RESPONSE — Orally ef- 
fective, Nilevar therapy is characterized by re- 
tention of nitrogen, potassium, phosphorus and 
other electrolytes in ratios indicative of protein 
anabolism. Moreover, subjectively the patient 
observes an increase in appetite and sense of 
well-being. 

WELL TOLERATED—Nilevar has an extremely low 
toxicity. Laboratory animals fail to show toxic 
effects after six months of continuous adminis- 
tration of high dosages. Nilevar should not be ad- 
ministered to patients with prostatic carcinoma. 
Nausea or edema may be encountered infre- 
quently. Slight androgenicity may be evidenced 
on high dosage or in particularly responsive 
individuals. 

MAJOR INDICATIONS—Preparation for and recov- 
ery from surgery; supportive treatment of serious 
illnesses (pneumonia, poliomyelitis, carcinomato- 
sis, tuberculosis); recovery from severe trauma 
and burns; decubitus ulcers; care of premature 
infants. 

DOSAGE—The daily adult dose is three to five 
Nilevar tablets (30 to 50 mg.) but up to 100 mg. 
may be administered. For children the average 
daily dose is 1 to 1.5 mg. per kilogram of body 
weight; individual dosages depend on need and 
response to therapy. 

suppLy —Nilevar is available in uncoated, un- 
scored tablets of 10 mg. G. D. Searle & Co., Re- 
search in the Service of Medicine. 


*Trademark of G. D. Searle & Co. 


SEARLE. 
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BY-LAW AMENDMENTS 
continued from page 328 

“SECTION 4. Non-resident Members.” 

Comment: Delete this Section in its entirety and 
delete from any other Sections of the By-Laws any 
reference to non-resident members. 

“SECTION 7. Dues.” Delete the italicized 
words and add new wording noted at end of Section 
below: 

“On or before January 1 of the year for which 
the dues in question are payable, each member shall 
be assessed as annual dues such sum as the House 
of Delegates of this Society may have determined 
at its meeting in September immediately preceding. 
Said dues shall be paid to the Treasurer of the 
Rhode Island Medical Society, or to the treasurer 
of the Fellow’s component society. The treasurer 
of the component society shall by the tenth of each 
mouth forward to the treasurer of this Society dues 
collected from members during the preceding 
mouth, Any member with respect to whom dues 
for that year have not been received by the Treas- 
urer by December 31 after 60 days notice by the 
Treasurer shall be suspended from membership in 
this Society until such time as the current dues are 
received and the records of the Treasurer with 
respect to the payment of dues shall be prima facie 
evidence of the correctness of the facts stated 
therein, 

Fellows having attained the age of seventy years 
shall, if they so request, be exempt from the pay- 
ment of dues.” 

Amendment Addition: In place of the deleted 
part starting with December 31 above, substitute 
the following — “. . . November 30 shall be sus- 
pended from membership in this Society, and he 
shall forfeit his membership if said indebtedness 
remains unpaid after official notification thereof 
from the Treasurer, at the end of the current calen- 
dar year for which the dues are assessed.” 

© + * 
ARTICLE IV — COMPONENT SOCIETIES 

SECTION 11. Transfer Cards. This Section, 
setting up a provision for Transfer Cards, would 
be deleted. This is an administrative procedure 
handled by a letter to the component society by the 
Secretary of this Society when a member moves 
from one part of the state to another part, or to 
residence outside of Rhode Island. 

 @ 
ARTICLE V — OFFICERS 
(Delete the italicized words) 

“SECTION 1. Officers Listed. — The officers 
of this Society are the President, President-Elect, 
Vice President, Secretary, Treasurer, Assistant 
Treasurer and the elected Councillors.” 

SECTION 2. Tenure of Officers. In this Sec- 
tion delete the words ‘Assistant Treasurer,” and 
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the words “of the last general meeting” which ap- 
pear twice. 

SECTION 3. Vacancies; How Filled. (Delete 
the italicized words and add to the section the 
words in capitals. ) 

“If before the expiration of the term for which 
he was elected, the President or the President-Elect 
dies, resigns, is removed, or becomes disqualified, 
the Vice President shall succeed to the office va- 
cated, with all the prerogatives and duties pertain- 
ing to the office as though he had been elected 
President-Elect in the first instance. Vacancies 
created by the death, resignation or removal of 
other officers, and vacancies and contingencies not 
here provided for shall be filled by appointment by 
the Council for the unexpired portion of the term, 
EXCEPT IN THE CASE OF VACANCY IN 
THE OFFICE OF PRESIDENT-ELECT 
WHEN THE COUNCIL SHALL SUBMIT 
A NOMINEE TO THE HOUSE OF DELE- 
GATES, and in the case of vacancy in the office 
of an elected Councillor the President of the com- 
ponent society concerned shall appoint a person to 
serve the unexpired portion of the term.” 

SECTION 6, President. The words “in Jan- 
uary’ would be deleted from the provision that the 
President is“... (5) to appoint annually in January 
to serve for-a one-year term delegates to other 
state medical societies. . .” 

SECTIONS 7 and 8. These Sections list the 
duties of the Vice President and President-Elect, 
but they state in each Section that the officer is 
“ex officio” a member of the Council or House. 
The words “ex officio” would be deleted. 

SECTION 9. Secretary. (Delete the italicized 
words.) 

“The following rights and duties devolve on the 
Secretary: (1) to keep minutes in separate record 
books of the proceedings of the general meeting, 
ete... . (5) notifying the Secretary of the Amer- 
ican Medical Association monthly as to the names 
of new members and the names of those dropped 
from the membership roster during the preceding 
month; (6) to keep a card index and register 0! 
all licensed practitioners . . . etc.; (8) to see thal 
each Fellow is supplied with a copy of every essay 
published by the trustees of the Fiske or other 
funds; (9) to report annually to the House 0! 
Delegates ...; (13) to be ex officio a member of al 
Standing Committees. The Secretary shall be 
exempt from the payment of annual dues.” 

SECTION 10. Treasurer. (Delete the words 
italicized. ) 

“The following rights and duties devolve on the 
Treasurer: (1) to serve ex officio as a member 0! 
the Council, of the House of Delegates, of the 


Board of Trustees of the Rhode Island Medical 
continued on page 33 
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BY-LAW AMENDMENTS 
continued from page 330 

Society Building and of the Committee on Scien- 
tific Work and Annual Meeting; (2) to charge on 
the books of the Society ...”. (NOTE: Substitute 
“records” for “books.” ) 

SECTION 11. Assistant Treasurer. 
this Section entirely. 

. « & 


ARTICLE VI — HOUSE OF DELEGATES 

SECTION 2. Composition. (Delete italicised 
words and substitute clause listed in capitals. ) 

“The House of Delegates shall be composed of 
(1) delegates elected by the component societies, 
each component society being entitled to elect one 
delegate for each twenty active members in good 
standing, or major fraction thereof, (provided ) 
WITH THE ADDED PROVISION THAT 
each component society shall be entitled to elect at 
least one delegate; and... .” 

SECTION 4. Time of Meeting. (Substitute 
words in capitals for words italicized.) 

“The House of Delegates shall meet in January, 
April, and September at such place and time as the 
Council (PRESIDENT) may determine. The 


Delete 


House may be called into special session at any 
time during the year by the President in his dis- 
cretion or on the written petition of ten (ELEV- 


EN) delegates or twenty-five members.” 
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Send for free booklet, ‘The Preservation of the Function of the 
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SECTION 7. Election of Officers, Delegates 
to the American Medical Association and Elected 
Committeemen. 

The Section provides that a list of nominees 
approved by the Council for officers shall be mailed 
to the members of the House two weeks prior to 
the meeting. This would be amended to read that 
the list shall be mailed AT LEAST ONE WEEK 
prior to the meeting. 

SECTION 8. Memorials and Resolutions. 

Comment: Delete this Section entirely. 

2 * 


ARTICLE VII — THE COUNCIL 

SECTION 3. Meetings. 

Comment: Amend this Section to provide that 
the President must call a special meeting on the 
written request of FIVE members of the Council, 
instead of three as now provided. 

‘ = -* 


ARTICLE VIII —SESSIONS AND MEETINGS 

SECTION 2. General Meetings. The words 
“and guests” would be deleted from the Section. 

Delete from this section the sentence that fol- 
lows: “The House of Delegates may, by a two- 
thirds vote of its own members, submit any ques- 
tion before it to a general referendum in the above 
specified manner, and it shall be bound by the 
result,” and add the above sentence, revised as fol- 
lows: SECTION 3 of ARTICLE VI, titled “Con- 
duct of Business, House of Delegates,” as a final 
sentence to read : “The House of Delegates may, by 
a two-thirds vote of its own members, submit any 
question before it for a general referendum to the 
membership of this Society by ballot sent by mail, 
and it shall be bound by the result.” 

SECTION 7. Length of Papers or Addresses. 
Delete this Section. 
SECTION 8. 

this Section. 


Property and Papers. Delete 


ARTICLE X 
STANDING COMMITTEES AND BOARDS 
OF TRUSTEES 

SECTION 1. Names. (Delete words italicized 
and Add words in capitals. ) 

“The standing committees of the Society, OF 
WHICH THE PRESIDENT AND THE SEC 
RETARY SHALL BE MEMBERS, EX OF- 
FICIO, shall be the following : Committee on Sci- 
entific Work and Annual Meeting, Committee on 
Public Laws, Committee on Publication, Com- 
mittee on Postgraduate Education, COMM ITTEE 
ON MEDICAL DEFENSE AND GRIEV- 
ANCE .. . ec.” 


SECTIONS 4, 5, 6, 8, 9, 10 and 11. Delete 
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in each Section the phrase “the President and the 
Secretary, ex officio,” 

SECTION 6. Publication, For the expression 
“have charge of all the Society’s publications,” 
substitute: “shall have charge of the Society’s offi- 
cial Journal.” 

SECTION 7. Postgraduate Education. De- 
lete this Section entirely as written. 

SECTION 7. Medical Defense and Grievance. 
(New ) 

“The Committee on Medical Defense and Griev- 
ance shall consist of at least twelve (12) members 
elected by the House of Delegates, and shall include 
amember from each component district society and 
also shal! suitably represent the various major 
divisions of medical practice. The Committee shall 
review all cases of threatened or instituted action 
for malpractice against any member of the Society, 
and shall also investigate all complaints concerning 
the professional conduct of members referred to it. 

The Committee shall have the authority to re- 
quire the attendance of any member before it rela- 
tive to unprofessional conduct, upon not less than 
seven (7) days written notice to the member, and 
failure of the member to appear before the Com- 
mittee without justifiable cause shall be reported to 
the Council of the Society for disciplinary action. 
The Committee, after investigation, shall have the 
authority to prefer charges of unethical or un- 
professional conduct against a member to the 
Council.” 

* = * 


ARTICLE XV — AMENDMENTS 


Amend by adding the words in CAPITALS. 
“These Rules and By-Laws may be amended in 
any general meeting of the Society by a majority 
vote of the members present and voting, provided 
the proposed amendment has been presented to the 
House of Delegates and has received its approval 
BY A TWO-THIRDS VOTE OF THE DELE- 
GATES PRESENT AND VOTING AT THE 
MEETING AT WHICH THE AMENDMENT 
IS CONSIDERED.” 
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A bed board can only prevent a 
box spring from sagging; it cannot 
correct the mattress. Here’s why: 
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With bed board added, mattress still sags, spine 
is still distorted. 





















The complete answer to correct support: Only the 
Sealy Posturepedic is designed in cooperation 
with Orthopedic surgeons —adjusts the body to 
comfortably correct sleeping posture. 


POSTUREPEDIC™ MATTRESS 


Available to doctors in both foam rubber 
and innerspring, at professional discount. 


0©0000080802000000800000000800000800080 
WRITE TODAY for information on professionol 
discount for doctors’ personal use and new free 


booklet, "The Effect of Bedding on Posture, 
Health and Sleeping Comfort”. 


SEALY MATTRESS COMPANY 
79 Benedict St. Waterbury 20, Conn. 
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HOUSE OF DELEGATES 


of the 
RHODE ISLAND MEDICAL SOCIETY 
Report of Meeting, April 18, 1956 





Pr gnediend’ of the House of Delegates of the 
Rhode Island Medical Society was held at the 
Medical Library on Wednesday, April 18, 1956. 
The meeting was called to order by the President, 
Dr. Frank B. Cutts, at 8 p.m. The following dele- 
gates answered the rollcall: 

KENT COUNTY: Peter C. Erinakes, M.D., 
Edmund C. Hackman, M.D., Russell P. Hager, 
M.D. PAWTUCKET DISTRICT: Henry E. 
Turner, M.D., Harold A. Woodcome, M.D., Hrad 
H. Zolmian, M.D. Il’ dSHINGTON COUNTY: 
Hartford P. Gongaware, M.D., James A. McGrath, 
M.D., Thomas Nestor, M.D. /JMMEDIATE 
PAST PRESIDENT OF RIMS: Henri E. 
Gauthier, M.D. PROVIDENCE MEDICAL 
ASSOCIATION: Charles J. Ashworth, M.D., 
Robert R. Baldridge, M.D., Alex M. Burgess, 
Jr., M.D., Wilfred I. Carney, M.D., Francis H. 
Chafee, M.D., William B. Cohen, M.D., John A. 
Dillon, M.D., Michael DiMaio, M.D., J. Merrill 
Gibson, M.D., John C. Ham, M.D., Joseph Hindle, 
M.D., Albert H. Jackvony, M.D., Arnold Porter, 
M.D., James J. Sheridan, M.D., George W. Wa- 
terman, M.D. OFFICERS OF THE RIMS 
(other than Delegates): Frank B. Cutts, M.D., 
Thomas Perry, Jr., M.D. 

Also in attendance were Francis B. Sargent, 
M.D., Chairman of the Medical Defense and 
Grievance Committee and the Group Professional 
Liability Committee, and John E. Farrell, Se.D., 
Executive Secretary. 

REPORT OF THE SECRETARY 

Dr. Thomas Perry, Jr. submitted the following 
report: 

Since the last meeting of the House of Dele- 
gates the Council has held one meeting. Among the 
matters resolved by the Council were the following : 

1. It considered the program of the Profes- 
sional Men’s Association of Rhode Island,a plan for 
financing of medical, hospital, and dental expenses, 
and it went on record that it did not think the pro- 
gram should be given its approval. 

2. It referred to the Cancer Committee a re- 
quest from the American Medical Association rela- 
tive to the formation of state cancer commissions. 

3. It approved of the appointment of Mr. 
Charles Sheridan of the staff of the legal counsel 


of the Society as the official delegate of the Society 
to a medical-legal conference called by the Amer- 
ican Medical Association to be held in Chicago in 
April. 

4. It approved a request from the Library Com- 
mittee to conduct a sale of duplicate old books 
owned by the Society. 

5. It approved of the Annual Report of the 
Treasurer relative to the operation of the RHopE 
ISLAND MEDICAL JOURNAL, 

6. It approved a report of the Board of Trustees 
and it authorized the Trustees to proceed to carry 
out the recommendations made in the report. 

7. It approved of a proposal of the Woman's 
Auxiliary to develop a television program relating 
to medical and allied health services. 

8. It approved of the publication and special 
mailing to the membership of the report for 1954 as 
prepared by the Committee on Maternal Mortality. 


RECOMMENDATIONS FROM THE COUNCIL 
Revision of the By-Laws 

Dr. Frank B. Cutts reported on the work of the 
Sub-Committee of the Council in revising the By- 
Laws which had been further amended by the 
Council and in mimeographed form submitted to 
each member of the House of Delegates. He re- 
viewed some of the highlights of the revisions and 
the new Section 7 of Article X was read by the 
Secretary. 

ACTION 

It was moved that the proposed amendments to 
the By-Laws be approved for submission to the 
membership of the Society at the General Session 
to be held on Wednesday, May 2, 1956, The mo- 
tion was seconded and adopted. (See page 328.) 

Nominations for Officers 

The Secretary reported that the nominations for 
officers and standing committees for 1956-57 as 
proposed by the Council had been submitted in 
writing to each member of the House of Delegates. 

The President asked if there were any counter 
nominations. There were no counter-nominations. 

ACTION 

It was moved that the Secretary be authorized to 

cast a ballot for the House of Delegates electing 


the entire slate of officers and standing committees 
continued on page 336 
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continued from page 334 
as submitted by the Council. The motion was 
seconded and unanimously adopted. 
RESOLUTIONS FROM THE DISTRICT 
SOCIETIES 


The President asked if there were any resolu- 
tions from district societies to be submitted to the 
House of Delegates. There were no resolutions 


submitted. 


REPORT OF THE TREASURER 

Dr. John A. Dillon submitted a summary finan- 
cial report for 1955, copy of which is made a part 
of the official minutes of this meeting. (See page 
338. ) 

ACTION 

It was moved that the Annual Report of the 
Treasurer be approved and placed on file. The mo- 
tion was seconded and adopted. 


REPORT OF THE BOARD OF TRUSTEES 
In the absence of Dr. John G. Walsh, Chairman 
of the Board of Trustees, the Secretary called 
attention to the written report submitted in advance 
of the meeting to each member of the House, copy 
of which is made part of the official minutes of the 
meeting. (See page 338. ) 
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ACTION 
It was moved that the report of the Board of 
Trustees be approved and placed on file. The mo- 
tion was seconded and adopted. 


REPORT OF THE CHILD AND SCHOOL 
HEALTH RELATIONS COMMITTEE 


In the absence of the Chairman of this Commit- 
tee, the Secretary called attention to the recom- 
mendations in the written report submitted to the 
House oi Delegates. (See page 340.) 

ACTION 

It was moved that the House approve of the 
recommendation that the name of the Committee 
be changed to the “Child and School Health Com- 
mittee.” The motion was seconded and adopted, 

The House moved that it support the recom- 
mendation of the Committee to urge physicians to 
cooperate more fully with the recommendations of 
the Rhode Island Poliomyelitis Advisory Com- 
mittee, in particular as regards the age limits of 
persons to be given polio vaccine, and in regard to 
second and third inoculations. The motion was 
seconded and adopted, and the Chairman of the 
Committee was authorized to communicate to the 
members of the Society the action of the House 
together with any supplemental information re- 
garding the polio vaccine distribution. 


Supplemental Report 
The Secretary read a supplemental report from 
the Chairman of the Child and School Health Com- 
mittee which was approved and placed on file. 


MEDICAL DEFENSE AND GRIEVANCE 
COMMITTEE 

Dr. Francis B. Sargent, Chairman of the Com- 
mittee on Medical Defense and Grievance, re- 
viewed the written report submitted to the mem- 
bers of the House. 

ACTION 

It was moved that the report be received and 
placed on file. The motion was seconded and 
adopted. 


GROUP PROFESSIONAL LIABILITY 
INSURANCE COMMITTEE 

Dr. Francis B. Sargent submitted a written re- 

port to the members of the House regarding the 

development of the Group Professional Liability 
Insurance program of the Society. 

ACTION 3 

It was moved by the House that the report o! 

this Committee be accepted and that the Committee 

be commended for its outstanding work in behalt 

of the members. The motion was seconded and 


adopted. 
continued on page 338 
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HOUSE OF DELEGATES 
continued from page 336 
CANCER COMMITTEE 

Dr. George W. Waterman, Chairman of the 
Cancer Committee, reported briefly, and urged 
that any member of the Society knowing of any 
person or persons advocating any unproved cancer 
theories or tests, notify the Cancer Committee of 
the Society promptly. 

DISASTER COMMITTEE 

Dr. J. Merrill Gibson, Chairman of the Com- 
mittee on Disaster, gave an oral report on the 
developments in the Civilian Defense Program at 
the State level. He briefly discussed the week-long 
tests to be conducted in July when Rhode Island is 
to be assigned the care of evacuees of neighboring 
states. He reported that this test would call for 
cooperation by the physicians in Rhode Island. 

COMMITTEE ON DIABETES 

In the absence of Dr. Louis I. Kramer, the Sec- 
retary called attention to the written report of the 
Committee on Diabetes that had been submitted to 
each member of the House and which included the 
recommendation that a Diabetes Lay Society be 
formed under the auspices of the Rhode Island 
Medical Society. 

ACTION 
It was moved that the report of the Committee 
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on Diabetes and the recommendation therein he 
approved. The motion was seconded and adopted, 
ADJOURNMENT 
Dr. Frank B. Cutts expressed his thanks and 
appreciation to the members of the House of Dele- 
gates and to the various committees of the Society 
for their excellent work and their complete co- 
operation with him during his tenure of office as 
President. 
The House adjourned with a rising ovation for 
Dr. Cutts. The meeting adjourned at 9:18 p.m. 
Respectfully submitted, 
THOMAS PERRY, JR., M.D., Secretary 


REPORT OF THE TREASURER 


To the House of Delegates: 

The complete financial records of the Society 
have been carefully reviewed and checked by the 
elected auditors, and the report has been approved 
also by the Council. 


SUMMARY 
Cash balance, Checking Account, Indus- 
trial National Bank, January 1, 1955. $ 2,861.99 
Receipts, 1955 (Includes Dr. J. E. 
Mowry bequest of $6,131.84) 000000... 56,084.37 


Total Re ere eee $58,946.36 

Expenses, 1955 (Includes payments for 
investment of Dr. J. E. Mowry Fund) 49,202.30 

Cash balance, Checking Account, Indus- 
trial National Bank, January 1, 1950 

Cash balance, Checking Account, cred- 
ited to Special Funds of the Society, 
January 1, 1956 


9,744.0) 


757.15 


Cash balance, Checking Account, Indus- 
trial National Bank, for Operating 
Expense, January 1, 1956 

* * 


8,986.91 


Total Cash and Invested Assets, January 1, 1956: 

Cash balance, Checking account, Indus- 
trial National Bank 

Investments, Pooled Funds, Trust De- 
partment, Industrial National Bank, 
and Uninvested Principal Cash 


9,744.06 


46,723.87 


Total 


REPORT OF THE BOARD OF TRUSTEES 

To the House of Delegates: 

In accordance with instructions authorized by 
the Council and the House of Delegates the Boar 
of Trustees of the Medical Library Building have 
continued needed repairs and improvements in the 


past six months. 
continued on page 340 
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The following constitute major improvements 
completed : 

The front doors were refitted and rehung, and 
the hardware adjusted. 

The corner wall of the book tier, damaged 
sometime past by water overflow when the in- 
side drain became clogged, has been repaired. 
The wall had to be scraped, plastered, treated, 
and painted. 

The ornamental balustrades on the exterior 
of the building were repaired by having the 
sprung top rounds removed and all ironwork 
painted, 

New tile floors have been laid in the reading 
room and in the Miller room, and basement din- 
ing room. For the first time drapes have been 
hung in the main reading room and in the Miller 
room, thereby greatly enhan. ing the appearance 
of these rooms. 

The cost of these repairs and improvements 
was $1993, 


Future Improvements 
The Providence Medical Association has offered 
to share in the expense of a sound amplification 
system for the main auditorium. The Society might 
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well accept this offer and install this system for the 
benefit of the membership attending scientific and 
other meetings held there. 

A better call system for members attending 
meetings should also be installed. 

The overhead lights on the rostrum should be 
placed on a main cutoff switch to simplify the com- 
plete darkening of the auditorium during a scien- 
tific program requiring the use of lantern slides, 

These do not represent any sizable outlay of 
funds, and are improvements that might well be 
carried out immediately. 

The basement apartment of the building super- 
intendent should be painted during the summer as 
it has not been done in many, many years. In addi- 
tion the kitchen sink in the apartment should be 
replaced. 


Respectfully submitted, 
Joun G. WALSH, M.D., Chairman 


CHILD AND SCHOOL HEALTH RELATIONS 
COMMITTEE 


During the past year our Committee has been 
working with administrative officials of the Provi- 
dence School Department regarding school health 
policies of the Providence Schools. We have sug- 
gested, among other things, that a full or part-time 


Health Director be appointed and have indicated 
4 concluded on page 342 
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concluded from page 340 
that an appropriate Committee of the Rhode Island 
Medical Society possibly might play a part in pass- 
ing on the qualifications of such a director. 

Since the Chairman of this Committee is also the 
Chairman of the Rhode Island Poliomyelitis Ad- 
visory Committee, we feel that it is not inappro- 
priate to request that the House of Delegates 
strongly urge physicians to cooperate more fully 
with the recommendations of that Committee in 
particular regard to age limits and second and third 
“shots.” It is realized that these restrictions are 
temporary but the physicians seem to be getting 
adverse publicity because of a few unfortunate 
actions by a few doctors. 

A minor recommendation—we suggest that this 
Committee be called the Child and School Health 
Committee. 

Joun T. Barrett, M.pD., Chairman 


COMMITTEE ON DIABETES 

To the House of Delegates : 

The Annual Diabetes Detection Drive was held 
the week of November 13th, 1955. Once again we 
had the cooperation of the Women’s Auxiliary of 
the Rhode Island Medical Society; Rhode Island 
Dietetic Association; Nutrition Council of Rhode 
Island ; Association of Clinical Laboratories; R. I. 
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Chiropody Association; Rhode Island Pharmaceu- 
tical Association; R. I. League of Nursing Educa- 
tion; R. I. Restaurant Association; R. I. Depart- 
ment of Education; R. I. State Nursing Associa- 
tion; R. I. District Nursing Association ; Industrial 
Nurses; Public Health Nurses; R. I. State Lab- 
oratories; Adult Heart Disease Control; R. J, 
Social Workers ; R. I. State Department of Health 
T.B. Control. 

The citizens of Rhode Island and nearby Massa- 
chusetts were offered an opportunity to have Blood 
sugars and Urine analysis free of charge. Newport 
and Providence held Diabetes Fairs, where regis- 
trants were given free blood tests, urine tests, 
chest X rays, and were also able to see free movies 
regarding diabetes. There were food displays ; foot 
care displays; and the members of the Committee 
on Diabetes were present throughout the day to 
answer questions and discuss problems with the 
many registrants. 

During this week a total of 11,786 urine analyses 
were made. A breakdown of this is as follows: 


ivr DI acs csiecesstcneesisiccrsets 1,977 

Newport Diabetes Fair 

Providence Diabetes Fair................000 , 

Hospitals 

Industrial Clinics 

Schools 

I icc ks tage 

Private Laboratories 

Of this number, 77 were positive ; all were re- 
ferred to their family physicians. The number of 
previously unknown diabetics was 53. To date, 
19 follow-up reports were received, of which two 
were newly discovered diabetics. The follow-up 
reports are still incomplete. Tests are still being 
made in the Central Falls School Department. 

This report is not the final report, as there are 
many follow-up letters that have not been received 
as yet. 

Recommendation: That a Diabetes Lay Society 
be formed under the auspices of the Rhode Island 
Medical Society. 

Respectfully submitted, 
COMMITTEE ON DIABETES 
RuHopvE IsLAND MEDICAL SOCIETY 
Louis I. KRAMER, M.D., Chairman 
Rocco ABBATE, M.D. LEONARD S. SUTTON, M.D. 
IrvING A. BECK, M.D. 
WILLIAM LEET, M.D. 
J. McWILLIAMS, M.D. 


GUSTAF SWEET, M.D. 
EDWARD ZAMIL, M.D. 
AMY RUSSELL, M.D. 
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DISTRICT MEDICAL SOCIETY MEETINGS 





PAWTUCKET MEDICAL ASSOCIATION 

A dinner meeting of the Pawtucket Medical So- 
ciety was held at the Lindsey Tavern at 6:30 P.M. 
on April 19, 1956. Er. Raymond T. Stevens pre- 
sided. 

The following members were present: Doctors 
Morris, Rohr, R. T. Stevens, Czekanski, Mara, 
Hayes, Billings, A. Jaworski, Hacking, Zolmian, 
Gorfine, Ferguson, E. Foster, Webster, Bruno, 
Jeremiah, Gammell, Jones, Lappin, R. Jaworski, 
Seabra, F. Hanley, Sonkin, Kelley, Hecker, H. 
Turner, W. Pinault, Tetreault, Lovering, Hanna. 

Following dinner the minutes for the previous 
meeting were read and approved. A few moments 
of silent prayer were held for two recently deceased 
members, Dr. Ronne and Dr. Kalcounos. 

Dr. Kelley made a motion to suspend payment 
of dues for Dr. Van Dale. The motion was sec- 
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onded and passed unanimously. Dr. F. Hanley 
moved that Dr. Van Dale be so apprised by a 
letter from the secretary. 

Lieutenant Chase of the East Providence Po- 
lice Department gave a talk on the subject Juvenile 
Delinquency. He stressed the importance of the 
relations between parents and children and stated 
that many of the problems arose because of in- 
adequate parental supervision. 

General discussion and questions followed from 
some of the members present. 

Communications were next read ; however, none 
demanded any action, from the society. They were 
as follows: 1) Public Laws Report No. 2 from the 
Rhode Island Medical Society which brought many 
recent actions of the State Senate to the attention 
of members. 2) A report on a public opinion sur- 
vey as to what Americans think of the medical 
profession by the A.M.A. 3) A letter from the 
Association of American Physicians and Surgeons 
suggesting that local societies sponsor an essay 
contest for high school students on the subjects 
The Advantages of Private Medical Care or The 
Advantages of the American Free Enterprise 
System. 

Dr. Webster made the following motion as a 
temporary expedient with subsequent amendment 
of the bylaws as pertaining to the duties of the 
secretary. This was seconded by Dr. Zolmian and 
passed unanimously. The motion was as follows: 
The secretary is hereby authorized to 1) acquire 
an adequate lock filing cabinet ; 2) negotiate with 
authorities of the Memorial Hospital, Pawtucket, 
R. I., to obtain such space as is necessary for the 
storage of the aforesaid filing cabinet ; 3) hire such 
secretarial help and assistance as is necessary for 
efficient transcription and filing of the records of 
this society. 

Dr. Tetreault made several announcements which 
follow: 1) Beware of Hoxsey’s treatment of cat 
cer. 2) He requested that physicians be conscier- 
tious in reporting communicable diseases to Health 
Dept. 3) He requested that private physicians fill 
out Health Department forms completely in the 
case of annual school examinations in which the 
children come to private physicians. Discussion 
among the members varied as to the function of the 


school physician, the inadequacy of the examina 
continued on page 346 
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tion for a definitive diagnosis of a serious condi- 
tion and the suggestion that the private physician 
could assume many of the functions that some 
school physicians throughout the country were 
usurping. 

Dr. Kelley mentioned the recent change in age 
limit from 14 to 19 years for polio immunization, 
He also mentioned current R. I. State statistics jn 
regard to amount of polio vaccine used and avyail- 
able. 

Dr. Tetreault made the suggestion that the Paw- 
tucket Medical Society put an advertisement in the 
newspaper that polio vaccine was available in pri- 
vate physicians’ offices. Dr. Kelley reiterated this 
suggestion. Dr. Hayes made a motion that an 
advertisement be inserted in the newspapers that 
private physicians have polio vaccine available in 
their offices and that individual members be polled 
so that their names could be included in the adver- 
tisement if they so desired. This was seconded 
and passed. 

Dr. E. Foster brought up the subject of a financial 
contribution by the society to the widow of Dr, 
Kalcounos. Dr. Stevens appointed a committee of 
three—Drs. Kelley, E. Foster, and Zolmian—to 
study this matter. 

Dr. Zolmian brought up the matter of a minimum 
fee schedule revision by the society. Dr. Stevens 
appointed a committee to study this matter—Dr. 
J. Healey, chairman, and Drs. Lappin and Hayes. 

Dr. H. Turner made a motion that the money 
made available from the state for the polio clinic 
be disposed of in any way the participating physi- 
cians wished. Dr. Hayes seconded this motion. 
Dr. Kelley made an amendment that the fourteen 
participating members be considered the committee 
to dispose of the money. The motion and amend- 
ment both passed. 

The meeting adjourned at 10:45 p.m. 


Respectfully submitted, 
NATHAN SONKIN, M.D., Secretary 


WOONSOCKET DISTRICT MEDICAL 
SOCIETY 


A meeting of the Woonsocket District Medical 
Society held in the auditorium of the Woonsocket 
Hospital on May 15, 1956, was called to order at 
9:00 p.m. by Dr. Francis Vose, president. Twenty- 
eight members were present. 

The minutes of the last meeting were read and 
accepted. 

The application of Dr. Arno Kiiss for member- 
ship in the Woonsocket District Medical Society 
was read. The censors’ report being favorable, he 


was unanimously voted into membership. 
concluded on page 349 
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A letter from the Woman’s Auxiliary to the 
Woonsocket District Medical Society was read, 
which requested an Advisory Council. Dr. Vose 
appointed Dr. Philip Morrison to the position. 

A letter from the trustees of the Benevolence 
Fund of the Rhode Island Medical Society was 
read. It requested that information concerning a 
doctor in need, or a doctor’s family in need, should 
be communicated directly to the trustees of the 
Benevolent Fund at 106 Francis Street in Provi- 
dence. 

Dr. Bernard Ward, D.M.D., of the Woonsocket 
District Dental Society spoke to the meeting on the 
subject of The Fluoridation of the Drinking Water 
in Woonsocket. His purpose was to acquaint the 
society with the results that are to be expected, as 
well as to point out the arguments that have been 
used to prevent the program from being adopted in 
other communities. After a lengthy discussion, the 
motion was made and seconded that the Woon- 
socket District Medical Society go on record as 
favoring the fluoridation of the drinking water of 
the city of Woonsocket, and that this statement 
should be released to the local newspaper. The mo- 
tion was carried by a margin of 27 to 1. 

A letter from Dr. James P. Healey of the Paw- 
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tucket Medical Society was read. It stated that its 
medical fee system was under study, and requested 
information concerning fees charged in the city 
of Woonsocket. In answer to his letter, a survey of 
fees being charged in this city was conducted, and 
the result of that survey was sent to him. 

A motion was made and seconded that fees be 
increased for office and house calls. The new fee 
scale proposed was office calls from $3 to $4, day 
house calls from $5 to $6, and house calls on Sun- 
days and holidays from $7 to $10. In the discussion 
that followed it was pointed out that the fee for 
office calls in Woonsocket had remained at $3 for 
about the past twenty years, despite rising costs 
and general inflation. Motion was passed unani- 
mously. 

A motion was made and seconded that a paid 
advertisement be run in the local newspaper to 
advise the public of this action. After a short dis- 
cussion, the motion was defeated. 

A motion was made, seconded and passed that 
the secretary prepare a list of physicians who will 
each serve one Sunday during the summer months 
to answer emergency calls. Names and procedure 
to be the same as last summer. 

Meeting closed at 10:15 p.m. Refreshments were 
served. 

Auton P. THOMAS, M.D., Secretary 
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THE MONTH IN WASHINGTON 








Report from the Washington Office 


of the American Medical Association 





A MIGHT BE expected, a presidential commis- 
sion’s report on veterans’ pensions that also 
goes into the subject of non-service connected med- 
ical benefits is stirring up another controversy. 

The President’s Commission on Veterans Pen- 
sions, headed by Gen. Omar Bradley, World War 
II leader and postwar Veterans Administrator, 
conducted a study covering more than a year in 
time and a wide range of subjects. It produced a 
415-page report and a total of 70 recommendations. 

The seven-man commission’s report has this 
basic premise: military service in time of war or 
peace should be treated as discharging an obligation 
of citizenship and not of itself as a basis for future 
government benefits. 

The commission made this additional point: 
‘“... under conditions of modern technology and 
warfare, the national defense might be served 
equally well by a civilian in a scientific laboratory 
or a war plant as by a uniformed serviceman—and 
in view of total war and atomic weapons, perhaps 
with greater personal hazard to the civilian. This 
further suggests that the special needs that veterans 
have because of military service should not be con- 
fused with the needs that all citizens have in com- 
mon for such things as education, health services 
and economic security.” f 

With this in mind, the commission proposes the 
gradual elimination of non-service connected bene- 
fits and observes: “Their justification is weak and 
their basic philosophy is backward looking rather 
than constructive.” Such benefits, it adds, should 
be limited to a minimum level and retained only as 
a reserve line for veterans who fail to qualify for 
basic protection under Old Age and Survivors In- 
surance (Social Security). 

The commission then goes one step further by 
recommending an end to the present automatic 
“presumption of service-connection” procedure. 
Now, presumption of service connection is auto- 
matic and mandatory for certain diseases if the 
condition is diagnosed within a specific period of 
time following discharge. Instead, the commission 
would substitute medical determination for chronic 
and tropical diseases, psychoses, tuberculosis and 
multiple sclerosis, with each case decided on its 
own merits. 

Other recommendations: (1) increased reliance 


on the OASI system for certain veterans benefits, 
(2) prompt counseling of all veterans placed on 
compensation rolls as to VA and federal-state re- 
habilitation programs, and (3) requirement of 
reasonable medical or surgical treatment before 
payment of compensation. 

Representatives of veterans groups called before 
the House Veterans A ffairs Committee to comment 
on the Bradley study complained that some of its 
proposals would be “extremely destructive” to 
certain aspects of veterans compensation. 

Notes 

Two committees of Congress, after long studies 
of problems of narcotics, barbiturate and ampheta- 
mine addiction, have come up with recommenda- 
tions that the U. S. tighten penalties on narcotics 
peddling and smuggling, outlaw heroin and set up 
a central unit in the Federal Bureau of Narcotics 
to keep track of known addicts. The proposals 
were made by the Senate Judiciary committee and 
a House Ways and Means subcommittee. 

The House committee also suggested a law for 
more stringent controls over barbiturates and 
amphetamines. 

The Senate committee rejected the proposal 
backed by the New York Academy of Medicine for 
“clinics” where known addicts could go for regular 
doses of narcotics. 

* * * 

U. S. Public Health Service is advising private 
physicians as well as health officers to increase their 
use of Salk poliomyelitis vaccine. Although sup- 
plies now lag behind demand, the expectation 1s 
that before the summer is out the situation will be 
reversed. In line with this recommendation, PHS 
is urging that physicians use what supplies they 
have on hand immediately, depending on future 
production to take care of second and third shots. 

: + * 

Because the President signed the military career 
incentive bill promptly, physicians in uniform re 
ceived their pay raises starting May 1. The mini- 
mum boost (after two years’ service) is $50 per 
month, the maximum (after 10 years) $150. 

* * * 

Private-profit nursing homes, hospitals and some 

other medical facilities soon will have an opportu: 
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nity to obtain U. S. loans from the Small Business 
Administration. The limit is $250,000 per project, 
the interest rate usually 6 per cent. 

* * x 








If there was any question about it, the AFL-CIO 
as a joint organization favors national compulsory 
health insurance, as each group did before the 
merger. The AFL-CIO stand was taken officially 
for the unions by Nelson Cruikshank in testimony 
before the House Ways and Means Committee on 
a bill for increased payments for the medical care 
of public relief recipients. 
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Fuller 
Memorial Sanitarium 


Located on Rt. 1 


South Attleboro, Massachusetts 


A modern non-profit hospital for the care and treatment of 
nervous and emotional disorders as well as long term geriatric 
problems. 

Physical, neurctogical, psychiatric and psychological exam- 
inations. 

Modern recognized psychiatric therapies. 

A pleasant homelike atmosphere in a beautiful and conveni- 
ently located institution. 

L. A. Senseman, M.D., F.A.P.A., Medical Director 
Edwin Dunlop, M.D. Oscar E. Stapans, M.D. — 
Oliver S. Lindberg, M.D. Michael G. Touloumtzis, M.A. 
William H. Dunn, M.S.W. 
Referred patients are seen daily (except Saturdays) 9-12 A.M., 


and by appointment. 
R. |. Blue Cross Benefits Tel. Southgate 1-8500 


. Special Rates for Long-Term Care 














Wherever you go 
forget your telephone calls 
We'll take them for you, 
day or night. 
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